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ATYPICAL OPERATION FOR THE CURE OF VAGINAL 
FISTULA.* 


BY E. C. DUDLEY, A. M., M. D., CHICAGO, ILL. 


Professor of Gynecology in the Northwestern University Medical School, 
Chicago. 


The form of fistula which most frequently calls for an atypi- 
eal operation is that in which there is loss of the entire visico- 
vaginal septum. This is usually associated with more or less 
destruction of cervical tissue, and cicatricial developmentt in the 
posterior vaginal fornix. The usual operation is to close by a 
transverse line of union, that is to stitch the anterior lip of the 
cervix uteri to the neck of the bladder. In many cases the cervix 
is immovable and cannot be drawn down to the neck of the blad- 
der until the postcervical cicatrices have been freely divided by 
deep transverse incisions back of the cervix. If necessary to gain 
#he required reach it is permissible to split the cervix bilaterally. 

So much of the anterior lip may have slought away as_ to 
render its union with the neck of the bladder impossible. In 
#uch a case Many surgeons turn the uterus into the bladder by 
union of its posterior lip to the neck of the bladder. This would 
establish a communication between the interior of the uterus 
and the bladder. great risk from this operation 
is in the possibility that infection might pass from 
the endometrium to all theurinary organs or from the 
bladderto the uterus, Fallopian tubes and even to the peritoneum. 
The chief danger, however, of such an operation is that it is apt 
to form a pouch in which urine may stagnate; the urine becomes 
alkaline and phosphatie and cystitis follows, only to be relieved 
by reopening the bladder and giving it drainage. If the opera- 
tion he done so as to avoid the formation of such a pouch the 
cystotomy may be unnecessary. It is unfortunately too often the 
only alternative. 


Figure 1, Case 1. The dotted lines show the parts which had 
slought out. ‘The heavy black line shows that part of the blad- 
der which had not slought. 


KOLPOKLEISIS. 


Kolpokleisis or closure of the vagina is an operation designed 
to secure retention of urine in cases of otherwise inoperable ves- 
ico-vaginal fistula. It is performed by denuding a wide strip all 
around the vaginal outlet just within the vulva and uniting the 
denuded surfaces upon themselves by means of interrupted su- 
tures. This cavity receives the urine, menstrual blood and uterine 
secretions. The operation always leads to results more distress- 


*The illustrations of this article are taken from the recently 
publisht work on Diseases of Women, by E. C. Dudley. 


ing than the condition for which has been invoked; so that 
Emmet in the strongest terms condemns kolpokleisis and urges 
that it never be done in any case. He advises that the margins 
of the fistula be made to heal ‘with the opening unclosed and 
that the patient be kept as comfortable without operation as 
cleanliness and care can make her. The stagnant urine con- 
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Figure 2. Shows in section the fundus of the bladder stitcht 
‘to the neck of the bladder. 


stantly present in the vaginal pouch formed by the operation al- 
ways produces intolerable not to say dangerous diseases of the 
urinary organs. 

The writer offers from his own practice two unique cases in 
which unusual measures were successfully adopted. 

Case 1. The entire vesico-vaginal septum, the vaginal por- 
tion of the cervix, and anterior wall of cervix to the internal os 
had slought away, leaving no bladder tissue between the inner 
extremity of the urethra and the point corresponding to the plane 
of the internal os uteri; see figure 1. The upper and lower frag- 
ments of the opening could not be approximated, that is, the an- 
terior wall of the uterus could not be approximated to the neck 
of the bladder after the method just described. The only opera- 
tion which at first seemed possible was to unite the posterior 
wall of the cervix uteri to the neck of the bladder. This would 
have turned the uterus into the bladder, and menstruation would 
have taken place through the urethra, but while this was under 
consideration it was found, on further examination, that the 
mucous membrane of the bladder, if caught with a tenaculum 
about an inch in front of the uterus, could be drawn to the neck 
of the ‘bladder, that is, to the lower margin of the fistula, and 
held there without undue ‘traction. A strip of the mucous mem- 
brane across the bladder was therefore denuded from side to 
side an inch in front of the uterus. This denudation was con- 
tinued around the lateral and lower margins of the opening. The 
strip of denuded surface across the bladder was then drawn 
down and attacht to the lower margins of the fistula. Thus the 
bladder was divided into two parts, the upper closed part com- 
municating with the urethra and receiving the urine from the 
ureters; the lower open part replacing the lost anterior vaginal 
wall. In other words, the part of the bladder situated between 
the line of denudation across the fundus of the bladder and the 
uterus was utilized as 2 substitute for the lost vesico-vaginal 
septum and anterior wall of the cervix. Twenty-two sutures 
were used. 

Notwithstanding the failure of the nurse on the third day to 
keep the catheter in place, and the consequent accumulation of 
several ounces of urine in the bladder, union by first intention 
was complete. The bladder, altho reduced in size by the opera- 
tions, has normally performed its functions ever since. It is 
large enough to enable the woman to retain her urine all night. 
The writer is not aware that another similar operation has been 


recorded. 
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Dr. Howard Kelly of Baltimore suggests a plan which might 
be adopted to great advantage in place of the one just described. 
It is to dissect the bladder entirely free from the uterus, so as 
to make a free, wide opening between the vagina and the peri- 
toneum, that is, tc make an anterior vaginal section into the 
pelvic cavity. The bladder wall, anterior to the uterus, thus 
freed from its uterine attachments, might then be drawn down 
so as to close the fistula by a transverse line of sutures. 

Another possible methed which has been suggested for such 
eases is to detach the bladder laterally and bring the edges of the 
fistula together from side to side without obliterating the vagina. 
The uterus also has been utilized as material for the closure of 
such a fistula. 

Case 2.—Mrs. G. A. M., patient at St. Luke’s Hospital, Chi- 
eago. The injury in this case was more extensive than would 
ordinarily be repaired by plastic surgery. The cervix uteri to 
the level of the internal os, the vesico and urethro-vaginal sep- 
tum and the recto-vaginal septum had entirely slought away; 


Figure 8. The dotted lines indicate the parts destreyed by 
slough or torn apart. 


the perineum was completely lacerated through the sphincter 
ani muscle. The fundus of the inverted, ulcerated and _ semi- 
strangulated bladder protruded through the pelvic outlet. This 
outlet was bounded by the sides of the vulva, by the posterior 
and lateral margins of the anus and by the pubes. Thus, as 
shown in figure 38, all control both in urethra and anus was lost. 
The uterine canal was occluded and full of retained menstrual 
fluid. Clearly the conditions would discourage any effort at re- 
pair by ordinary methods. The problem was fourfold and as 
follows: 

1. To reopen the closed uterine canal and release the impris- 
oned menstrual fluid; 

2. To replace the lost vesico-vaginal septum; 

8. To replace the lost urethro-vaginal septum; 

4. To replace the lost recto-vaginal septum and reunite the 
sphincter ani muscle. 

To accomplish these four objects the following resources 
were successfully adopted: 

A free incision with sharp pointed scissors into the uterus 
reopened the uterine canal and re-establisht normal menstrua- 


n. 

The labia minora were much hypertrophied and were there- 
fore capable of supplying abundant material for ‘the replacement 
of the lost vesico-vaginal wall; to this end, together with the ad- 
jacent tissues around and below them, they were dissected up 
from above downward, but not detacht at their lower ends. An 
area on each sid? just within the vulva close to the margins of 
the bladder mucous membrane, was freshened by denudation and 
splitting. and the edge of each corresponding labium turned in 
and stitcht to it with silkworm gut sutures. The flap thus form- 
ed on the right side united perfectly to its transplanted position; 
that on the left partly slought. The right transplanted labium 
now took its nutrition through its lower uncut end and the new 
tissues to which it was united. It was not possible, however, at 


the first transplantation to carry the labium sufficiently high to 
unite it with the upper margin of the bladder mucosa; it would 
not reach tar enough to till out the space left by the slought 
out vesico-vaginal septum; in order to make it reach, the trans- 
planting opefation had to be done three times, that is, the labium 
was turned end for end upon itself three times and finally plant- 
ed in place of the lost vesico-vaginal wall. One face of this la- 
bium was now the bladder side and the other was the vaginal 
side of the restored vesico-vaginal wall. In order to maintain 
the nutrition of the flap during the period of its transplantation 
several months were allowed to intervene between the trans- 
planting operations. Finally after numerous attempts in which 
sometimes a litthke was gained, and sometimes nothing, the mar- 
gins of the fap were united to the margins of the opening at ey- 
ery point and the integrity of the vesico-vaginal septum was re- 
stored. 

The urethra was repaired according to Emmet'’s method, by 
denuding two parallel strips, three-fourths of an inch apart, on 
either side of the urethral site and uniting them one to the other 
by interrupted silkworm gut sutures. This formed a new ureti- 
ro-vaginal wall. The remnant of the left labium minus was util- 
ized in ‘this part of the work. The urethra thus formed immedi- 
ately gave a measurable degree of retentive power when the 
woman was lying down. The bladder, however, was much con- 
tracted from cystitis, and having but small capacity, was at first 
of necessity often evacuated. 

The recto-vaginal septum was replaced by drawing down the 
loose rectal wall from above into the gap and after denudation 
uniting it to the lateral walls of the vagina with fine buried cat- 
gut sutures. At the same time the completely ruptured perineum 
including the sphincter ani muscle was reunited. The bowel and 
sphincter ani muscle at once resumed and have continued their 
normal functions. 

Nineteen operations in all were performed before this result 
was reacht. 

The patient now, about two years after her discharge from 
che hospital, reports perfect control of the bowel and practically 
control of the urethra. She recently wrote me: “I have almost per- 
fect control of the urine at all times; I say almost because of there 
being a slight weakness at times, but it is not often and even 
then the amount of leakage is not great. I have taken up the 
study of shorthand, typewriting and telegraphy, and if I make a 
success of it shall feel that my life has not been a failure.” 

This operation, altho a curiosity in surgery, illustrates what 
may sometimes be accomplisht by sustained effort. Little by 
little, line by line, in the face of one discouragement after an- 
other, the work was done. ‘The treatment ‘continued over a peri- 
od of more than two years, with an interval of three years. Most 
of the time it seemed like following the forlorn hope; now total 
failure; then a little success, until finally nineteen operations un- 
der anesthesia had been made. Words fail to describe the brav- 
ery and patience displayed by this woman or the difficulties and 
discouragements which the surgeon must meet in such a ease. 


THREE INTERESTING CASES OF VAGINAL CELIOTOMY. 


BY A. GOLDSPOHN, B. S., M. D., CHICAGO, ILL. 


Professor of Gynecology Post-Graduate Medical School; Senior Gynecologist to 
the German Hospital, and Attending Gynecologist to the Post-Graduate 
and Charity Hospitals of Chicago. 


Inasmuch as the question of ventral or vaginal route for 
celiotomy is always interesting, and because the serviceability 
and disadvantages of the latter are receiving special attention 
from gynecologists, the following cases are of interest: 
VAGINAL HYSTERECTOMY. SECONDARY HEMOR- 

RHAGE FROM A SEPTIC LIGATURE. LIGATION OF 

INTPRNAL ILIAC ARTERY. RECOVERY. 

Mrs. X., aet. 30 years; IL para plus I abortion; of nervous or- 
ganization and intellectual rather than ‘physical development; 
anemic; poorly nourisht and of small and slender stature. For 
nearly two years she had been a sufferer from headache, pal- 
pitations of the heart, dyspepsia and gastralgia, constipation, 
general nervousness, dysmenorrrhea and menorrhagia, baciy and 
pelvic aches, and notably a persistent and constant neuralgia 
in right sciatic and ilio-lumbar nerves. There was a history 
of probably gonorrheal infection. 

EXAMINATION: (a) General: No decided organic lesions 
outside of the genital sphere, and renal functions fairly normal. 
(b) Pelvic: Slight laceration of perineum. Uterus and adnexae in 
normal position, but in a deplorable condition: The vaginal por- 
tion of the former severely indurated throughout, and bearing 
other evidences of laceration and infection; the body and fun- 
dus uteri decidedly enlarged, but with preservation of the nor- 
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mal proportion between the antero-posterior and transverse di- 
ameters; mobility too limited; consistence hard, inflexible, and 
tenderness extreme; right ovary too rounded, hard and nodular 
from cystic prominences, not movable; left ovary in more near- 
ly normal condition. Persistent leucorrhea. After most ap- 
proved and extended medical treatment by Dr. R. B. Preble, and 
a subsequent course of local and general treatment by myself 
before and during a recumbency of four weeks, she had not ma- 
terially improved her condition, vaginal hysterectomy with re- 
moval of both tubes and the right ovary was decided upon, and 
performed easily by the writer on January 20, 1898. The opera- 
tion was performed by total ligation, without the use of any 
clamps or forceps remaining in the wound, three main catgut 
ligatures being placed on each side. Aside from these, one fine 
catgut ligature was placed upon the connecting web between the 
left tube and left ovary, which was carefully resected and pre- 
served, and another fine catgut running suture closed the peri- 
toneal cavity completely, and without any intraperitoneal drain- 
age, after a suitable toilet had been made, and ali the ligated 
pedicles were brought to face within the vaginal wound, leaving 
no raw surfaces or foreign bodies within the peritoneal cavity 
and giving no occasion for the otherwise invariable fixation of 
intestinal loops, necessarily engaged in assisting to close the 
opening into the peritoneal cavity ‘finally. A copious iodoform 
gauze vaginal packing drained the parametritic cellular tissue 
wound and area of the ligatures, and was renewed at intervals 
of from three to five days during the first two weeks. 


The patient bore the operation without markt shock, was in 
a very satisfactory condition in a few hours, and continued so 
for eighteen days, the highest temperature being 100.5 degrees, 
and highest pulse 120 (on the first day), and stomach, intestines 
and bladder working normally for the conditions. “Upon her 
urgent request the patient was permitted to urinate naturally 
after the third day. From the nineteenth day onward a rise of 
temperature developt, which was at first abated by use of calo- 
mel and emptying the fecal accumulations by Dr. Preble, but it 
soon recurred, and rose to 102 degrees a. m., and 104 degrees 
p. m., with other signs of sepsis and a copious septic vaginal dis- 
charge. In the midst of this repeated hemorrhages of arterial 
blood from the vaginal wound occurred four times, at intervals 
of one and two days, notwithstanding firm vaginal packing, to- 
gether with external compression, very inclined position of body 
and repeated attempts to tie off the bleeding fucus in the right 
upper angle of the wound by deep sutures. On February 138, 
1898, during the occurrence of the fourth severe bleeding, I de- 
cided without much deliberation, and as a last resort, to tie the 
tributary internal iliac artery, which I did an hour later, with 
the kind assistance of Drs. Jacob Frank and R. B. Preble, and 
the resident internes. From a median ventral incision the right 
iliac artery was readily found, isolated, tied, and the sacral peri- 
toheum closed over it. Then, after detaching and suturing a 
knuckle of intestine that was adherent to the region of the right 
uppermost former pedicle, the ovarian arteries of both sides were 
tied by mass sutures, and the abdomen closed without drainage. 
The pulse of the extremely anemic patient, with a temperature 
of 102 degrees, varied between 140 and 150 per minute before 
operation, and during the same exceeded 160, but was always 
perceptible. Aside from strychnine and camphorated oil, the 
patient received 25 ounces of normal salt solution during the 
operation hypodermically. With the persistent use of these stim- 
ulants and careful rectal alimentation and alcoholic stimulation, 
the extreme depression from sepsis, loss of blood and shock 
gradually disappeared, the temperature disappearing in five 
days, i. e., soon after removing a number of sutures and septic 
ligatures from the vaginal wound, with masses of necrotic tis- 
sue, and the subsequent recovery of the patient was steady and 
uninterrupted. She left the hospital three weeks after the sec- 
ond operation and has recovered good health, having not only 
lost her former constant and disabling symptoms, but also im- 
proved in weight, in blood and in youthful appearance and spir- 
its, with practically no nervous symptoms due to the early in- 
duction of the menopause. 


REMARKS.—The secondary bleeding in this case was caused 
by secondary infection, probably of the heavy formalized cat- 
gut ligature upon the right uterine artery, which led to infection 
and breaking down of the clot in that vessel, and could have 
been avoided, as in scores of other cases, by more frequent re- 
newals of the vaginal packing. It cannot be used as an argu- 
ment against the ligature method, In vaginal hysterectomy, 
which affords greatly superior advantages or benefits to the pa- 
tient over the clamp method in all cases where no intraperito- 
neal sepsis, as from pyosalpinx, etc., necessitates an intraperito- 


neal drainage, and the peritoneal cavity may be carefully closed 

just as after ventral incision. 

LARGE PAROVARIAN CYST; RUPTURED INTRAPERITO- 
NBALLY DURING LABOR; REMOVED, AFTER RBEFILL- 
ING, BY POSTERIOR VAGINAL INCISION. 

Mrs. J. B., a patient of Dr. C. Brentano Wagner, to whom I 
am indebted for the history previous to the operation. Aged 
32 years; three para; no abortions. First menses at 22 years of 
age, regular and painless since then. Is well developt, fairly 
nourisht and bears no markt hereditary taint. Her labors were 
always difficult, the third one being terminated by podalic ver- 
sion. The fourth labor began on December 26, 1897, and con- 
tinued three days, in the care of two midwives and a doctor, 
who mistook the large cystic tumor for the uterus, so complete- 
ly did it fill the small pelvis. Dr. Wagner then being called, 
discovered the presence of the tumor, which held the contract- 
ing uterus up in the abdominal cavity, so that the external os 
could barely be reacht above the pelvic brim, and to the right 
of the promontory of the sacrum. Dr. ©. B. Bacon was cgn- 
sulted with reference to the advisability of tapping the cyst to 
diminish the obstruction. It was deemed best to anesthetize 
the patient, who was becoming exhausted and suffered greatly 
from the severity of the uterine contractions, and to make an 
attempt in the knee-chest posture to dislodge the tumor upward 
past the uterus and allow the latter to descend. ‘The patient 
was helpt into the dorsal position again, and during this change 
of posture the cyst disappeared, its contents evidently passing 
into the abdomen. The uterus then came down and Dr. Wagner 
easily delivered the child with forceps. 

The puerperal period was perfectly normal, the highest tem- 
perature being 100.2 F. on the evening of the second, third and 
ninth days, and the average pulse rate about 90. No decided ef- 
fects were appreciable from absorption of the cyst fluid in the 
abdominal cavity. 

One month after delivery Dr. Wagner found the cyst contents 
accumulating again; and upon his advice the patient returned 
to the hospital on March 7, 1898, this time in care of the writer, 
for the removal of the cyst. 

EXAMINATION: ‘The general condition of the patient was 
good with the excdéption of a moderate aortic-obstruction mur- 
mur. ‘The tumor now was of size of a small child’s head, cys- 
tic in character, and crowded the uterus to the right side, and 
the left vaginal vault down to the level of the external os uteri. 
It could not be displaced, was moderately tender to palpation 
and presented all the features of a parovarian (broad ligament) 
cyst. 

Operation March 9, 1898, assisted by Dr. Wagner. An in- 
cision through the vaginal vault 6 ecm. long was made with 
Paquelin cautery, from a point posterior to the vaginal portion 
of the uterus and extended horizontally outward on the left 
side. From this incision the cyst wall could be reacht conven- 
iently while an assistant made moderate pressure upon the left 
side of the pelvis from above. About one-half of the sac was 
thus enucleated before it ruptured into the wound and dis- 
charged its contents outward. ‘The removal of the remaining 
portion of the cyst wall was accomplisht piecemeal, but com- 
pletely, by unfolding the intraligamentary and retroperitoneal 
space in the form of a huge cavern, with sufficiently long and 
broad retractors. In removing the uppermost portion of the sac 
the large iliac vessels were laid quite bare and the peritoneal 
cavity was opened without detriment, as the uterus and intes- 
tines were held upward and forward by a suitable retractor. No 
bleeding occurred that required more than temporary clamping 
with a forceps. No ligatures were placed. The expanded space 
was packt voluminously with sterilized gauze and the vagina 
with iodoform gauze. Highest temperature at evening of sec- 
ond day, 102.2, but average temperature during first week 100.5, 
and pulse 95. Aside from some nervousness, cardiac functional 
disturbance and a little dyspnea, the recovery was very smooth 
and complete, she enjoying good health now. 

REMARKS.—Aside from the interesting obstetric experi- 
ence, the operation in this case is something relatively new; for 
while every other form of neoplasm originating from the gen- 
erative organs has been repeatedly removed by way of the va- 
gina, the extirpations of parovarian cysts by this route are rare. 
TUBO-OVARIAN ABSCESS OF LEFT SIDE, CONTAINING A 

PURE OULTURE OF COLON BACILLI. RADIOAL EX- 

TIRPATION BY POSTERIOR VAGINAL ‘SECTION. 

Miss B. K., aged 18 years, virgin, well developt, and formerly 
strong and healthy. (Menstruation first at 14 years, and regu- 
lar since then, lasting six to seven days, copious, with colicky 
pains at beginning of each period. Slight leucorrhea, but no 
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other pelvic symptoms during the intervals. Became acutely 
sick ou November 1, 1898, and was confined to bed during the 
following two weeks with slight fever, some nausea and markt 
pain and tenderness over the region of the cecum. Was treated 
during this time by Dr. W. D. Storer, with a probable diagnosis 
of appendicitis. After convalescence she worked a few weeks and 
then became sick again on December 7, 1898, this time with 
pain in the left side of the pelvis, radiating across to the right 
side. There is said to have been no markt rise of temperature 
during this attack, which continued unabated, chiefly as a con- 
stant pain in the back and left side, until she came into the 
eare of the writer, one day before the operation. 

EXAMINATION: (1) General—Gives no evidence of organic 
disease aside from lower abdomen and pelvis. (2) Pelvic—Find 
hymen intact, vagina long and narrow. Uterus in approximate- 
jy normal anteversion, but immovable and crowded to the right 
side by a tumefaction on its left side that also crowds the left 
half of the vaginal vault downwards. This mass is not mov- 
able, extending diffusely from the left Side of the uterus and 
the cul de sac posterior to it to the left pelvic wall and upward, 
approximately, to the plane of entrance to the true pelvis. It is 
of a firm, doughy consistence, with a semblane of fluctuation in 
spots. Tenderness to bimanual palpation extreme. Slight ab- 
dominal distension and moderate tenderness on palpation over 
the lower portion of abdomen only. No nausea nor markt consti- 
pation. Evening temperature 100, pulse 96. 

Operation December 15, 1898. Cleaning of vagina under an- 
esthetic. Incision of hymen and closure of the wound by an- 
tero-posterior sutures, which changed the long diameter of the 
wound from a longitudinal into a transverse direction, and there- 
by enlarged to vaginal ostium. Gradual stretching of the lat- 
ter and the pelvic floor with several fingers for about five min- 
utes; then retraction of the same by means of the author's perin- 
eal retractor with an adjustable attachment for various weights 
(as untiring assistants). After another irrigation and swabbing 
of the expanded vagina with 5 per cent carbolic acid solution, a 
horizontal incision 5 cm. long was made with the Paquelin cau- 
tery through the left vaginal vault, beginning at the median line 
posteriorly to the portio vaginalis uteri and extending outward. 
The abscess cavity was then entered from a point behind the 
uterus and by working upward and outward through the areolar 
and infiltrated tissues with the left index finger assisted by a 
curved blunt forceps held in the other hand. Only two to three 
ounces of sero-purulent fluid were contained in the abscess cay- 
ity that surrounded the greatly enlarged and disorganized tube 
and ovary. These themselves constituted a large portion of the 
entire mass, and needed to be removed very badly. This I suc- 
ceeded in doing thoroughly by stretching the opening in the vag- 
inal communication with the abscess cavity, and then introduc- 
ing two fingers with which I could enucleate the diseased mass- 
es, bring them down, apply a clamping forceps upon both: their 
uterine origin and the ligamentum infundibulum pelvicum to 
control all the arterial supply and then cut the friable masses 
out. After unfolding the cavity, sponging it out most carefully 
and applying forceps for a few minutes to some minor bleed- 
ing points until they became quite dry, the right index finger 
was past through the wound behind the uterus to the tube and 
ovary of the right side to note their condition. No considerable 
adhesions or other abnormalities were found. The entire wound 
cavity and vagina were then packt with sterilized iodoform 
gauze, with care to have a thick packing in the opening of the 
vaginal vault. The forceps were removed after forty-eight hours 
and the vaginal portion of the packing renewed also, and like- 
wise at intervals of two days subsequently, while the deep 
packing remained at first for six days and was afterwards also 
renewed at shorter intervals. The convalescence was without 
difficulty. The highest temperature on the evening of the sec- 
ond day was 101.4, with a pulse of 120. After that neither went 
beyond 100. Patient was allowed to get up on the eighteenth day, 
and left the hospital feeling very well on the twenty-eighth day, 
the cavity being closed. While all has been quiet on that side 
since then, some swelling and pain in the right ovary have oc- 


curred, but have mostly subsided again. The specimens obtained |. 


in this case were submitted to Professor Zeit, of the Klebs Lab- 
oratory at the Chicago Post-graduate Medical School, for exami- 
nation, and were found to contain a pure culture of colon bacilli 
in great quantities. 

RPMARKS: (1) It is probable that the first attack of sick- 
ness of this girl was appendicitis; that the cecum, and especially 
the elongated appendix, was displaced toward the left side and 
infected the parts there, as the writer found clearly to have oc- 
curred in another similar tase where he did abdominal instead 
of vaginal section. (2) While the practice of draining pelvic ab- 


scesses into the vagina is an old one and has been done for 
many years by all experienced operators, and while non-septic 
merely descended, ovaries have been quite frequently removed 
by this posterior vaginal incision, still the radical removal of 
both tube and ovary, when in a condition of extreme septic degen- 
eration and constituting the core of an abscess, is a unique and 
unusual procedure, except when the uterus also is removed by 
the same route. 


STRANGULATED FEMORAL HERNIA OF THE VERMIFORM 
APPENDIX, 


BY WELLER VAN HOOK, A. B., M. D., CHICAGO, ILL. 
Professor of Surgery in the Northwestern University. 

One of the rare instances of strangulated hernia in which 
the vermiform appendix constituted the sole contents of the sac 
fell recently under the writer’s observation. 

CASE, The patient, a refined woman of about 65 years of 
age, in fairly good general health, had for a number of years 
been annoyed by a femoral hernia of the right side which was 
usually easily retained by a truss. In November, 1898, the her- 
nia came down and became irreducible. Gentle efforts were 
made for about 24 hours to replace the protruding mass, but 
without success. When I first saw the patient she wore a slight- 
ly anxious expression, but complained of but little pain or 
local discomfort. ‘The pulse-rate was slightly accelerated and 
the temperature a little elevated. A hernial protrusion just be- 
fow Poupart’s ligament the size of a small English walnut was 
slightly tender to pressure, and gave a distinctly tympanitic note 
on percussion. Gentle taxis did not dislodge it nor could the 
gas in thé hernia be forced back into the abdomen. There were 
no evidences of peritoneal inflammation. The bowels had been 
freely moved by a laxative within 24 hours. Vomiting had not 
occurred. 

The only condition which could give rise to a tympanitic note 
in a strangulated hernia with free movements of the bowel was 
thought to be a diverticulum, and Littre’s hernia was therefore 
believed to be present. 

With the kind aid of Drs. Slaymaker, Heineck and Ford the 
sac Was exposed and examined. It was found to be gangrenous 
—black and green in color. Upon opening it the gangrenous 
vermiform appendix; distended with gas, was exposed. A few 
cubie centimeters of hernial fluid escapt as the sac was opened. 
In order to release the appendix it was necessary to cut up- 
ward through Poupart’s ligament. The appendix could then be 
removed in the usual way. On account of the infectious mate- 
rial present the wound had to be drest open and packt. Healing 
occurred rapidly and without morbid accident. The pauent now 
wears an appropriate truss to prevent a recurrence of hernia. 

The appendix was of about average size, but its general col- 
or was a dark slate, varying in spots to a black or greenish tint. 
It seemed to be a typical example of anemic intestinal gangrene. 

The writer may be pardoned for quoting from his article in 
“Medicine,” March, 1896, in which he reported a case of strangu- 
lated inguinal hernia of a cystic vermiform appendix: 

Hernia of the vermiform appendix uncomplicated by the 
presence of other visceral parts is an unusual occurrence. Klein, 
Brieger, Bajardi and others have collected cases to the number 
of ninety-eight, to which may now. be added my own. 

Hernias of the vermiform appendix are internal (with which 
we are not at present concerned) and external. Of the latter Ba- 
jardi found fifty-seven inguinal, forty crural and one obturator. 
Considering the relative infrequency of crural hernias, the pro- 
portion in this collection seems so great that special causes 
would seem to operate in its favor. Two circumstances, it seems 
to me, may be adduced in explanation. First, the small femoral 
opening might admit an appendix when a coil of intestine might 
not enter. And secondly, in inguinal hernias the greater disten- 
sibility of the rings would, as a rule, permit the entrance of oth- 
er parts of the gastro-intestinal tube. 

It is not surprising, in view of the high ratio of crural her- 
nias, to find that among 80 cases of simple appendiceal hernia 
in which the age was mentioned, 88 were females. The age of 
the patients is very interesting; in the first and successive de- 
cennia there were respectively 15, 5, 6, 5, 14, 20, 11, 3 and 1. Of 
these 80 cases in which the age was mentioned it will be seen 
that 49 occurred after the age of 40, and 35 after the age of fif- 
ty years. The explanation, I think, lies in the fact that the lapse 
of time favors the agencies which bring about descent of the 
cecum by elongating or relaxing the retrocecal connective tis- 
sue. It is to be noted, at the same time, that twenty-one cases 
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were congenital hernias, which were all inguinal ruptures of 
the right side. Only four of these hernias were free, the remain- 
der being strangulated, inflamed, complicated or rendered irre- 
ducible by incarceration or by adhesions, as occurred in sixteen 
cases, fixing the appendix to the testis, the spermatic cord or the 
wall of the sac. Of the recorded cases, as collected by Bajardi 
forty-seven were strangulated. In seventeen of these the appen- 
dix was free of adhesions, and ten times it was so little altered 
that it could be reduced with facility. Eight times the appendix 
was gangrenous, and three times the constricting band had pro- 
duced an ulceration. In one case the appendix was reduced 
without relieving the constriction, the patient dying five hours 
later. 

The clinical phenomena of strangulated appendiceal hernia 
are very variable and have been analyzed by Bajardi for the 
ninety-eight cases he collected. 

The symptoms of anti-peristalsis were present in Many cases, 
continuous vomiting occurring fourteen times; nausea or efforts 
at vomiting occurred in five cases. Constipation was absolute 
in sixteen. 

Brieger refers in this connection to the experiments of Kir- 
stein, who found that ileus is not caused by the mere sudden 
occlusion of the intestinal lumen, since the dogs in which intes- 
tinal occlusion was brought about by suture died after a rather 
long time from hunger, while the stormy symptoms which arise 
soon after the occurrence of incarceration develop as a result of 
the maltreatment of the strangulated intestine and its nerves. 
The violent symptoms caused by strangulation of omental her- 
nias are also to be borne in mind. 

The mechanical conditions upon which hernias of the appen- 
dix depend are: (1) An abnormally situated cecum; (2) an un- 
usually long meso-cecum; or (3) an excessively lengthy appen- 
dix. In the recorded cases the appendix is not said to have been 
extremely long. It would seem that usually the appendix has 
been able to reach the hernial canal by a post-natal slipping- 
down process on the part of the cecum, which Hildebrand, who 
has studied eighty cases of hernia of the cecum, thinks is the 
rule in such cases. But the occurrence of twenty-one congenital 
hernias among Bajardi’s 98 cases would lend color to the ex- 
planation of Brieger, who states that in fetal life the verini- 
form process maintains a band-like connection with the testis, 
or is immediately adherent to it, so that when the testis de- 
scends the appendix is drawn with it. The natural query is: 
Why does not congenital hernia of the appendix occur oftener, if 
this is correct? 


GONORRHEA IN WOMEN.* 


BY T. J. WATKINS, M. D., CHICAGO, ILL. 


i Professor of Gynecology, Northwestern University Medical School; 
— Gynecologist ca St. Luke’s, Wesley and Provident Hospitals. 


L—INTRODUCTION.—The number and character of the oth- 
er papers in this symposium make it necessary for me to consid- 
er gonorrhea only as it is peculiar to women. I will simply re- 
view the more important points in the subject in order to make 
the paper brief and in order to open up the entire subject for dis- 
cussion. Great credit is due Noeggerath for demonstrating the 
importance of this subject, which he did years before the medical 
profession were able to realize its significance. Fordyce Barker 
in opening ‘the discussion on his paper before the American Gyn- 
ecological Society in 1876 said: “If these views are true, a modi- 
fication of this paper should be found in every Sabbath school 
brary throughout the land.” In the discussion which followed 
Noeggerath’s views were very severely criticised. Only until 
recently have his teachings been fully appreciated. 

Il.—FREQUENCY.—The frequency of gonorrhea in women 
varies as regards location and social position. The frequency 
varies in these respects as it does in the male, but is not so com- 
mon in women as in men. Saenger states that 25 per cent of his 
hospital and private patients have gonorrhea. Lomen found the 
diplococeus in fully 60 per cent of the cases in Schroeder’s clinic. 


concludes that 8 per cent of all otherwise healthy prostitutes 
have gonorrhea. from my observations 1 would conclude that 
the percentage must be larger than this in this class of people, 
as in the large majority of them careful investigation shows 
redness and discharge about the urethral glands, the glands of 
Bartholini and other glands at the vaginal orifice. Dudley says: 
“The pavement epithelium of the vagina and the presence of the 
lactic acid bacteria normally found there by Doecerlein make 
the vagina relatively immune.” 

There can probably be no doubt that a certain degree of im- 
munity to infection does exist, as in all probability all prostitutes 
are subjected to gonorrheal infection. 

111.—LOCATION.—The gonococcus has been found in all the 
mucosa of the entire female generative organs, and has been 
found in the musculature of the uterus and in ovarian abscesses. 
In one case of double ovarian abscess on which I operated, the 
gonococci were the only microorganisms present. The Fallopian 
tubes were not diseased.. In this case the gonococci probably 
past from the uterine mucosa through the uterine wall into the 
ovary. Bacteriological examinations, made in Howard Kelly’s 
clinie at Johns Hopkins Hospital, of pus from ovaries and tubes 
in forty-three cases showed the presence of gonococci in seven of 
them. ‘This, however, does not indicate that only seven of them 
were due to gonorrhea. Saenger and A. von Rosthorn found tubal 
disease in 83 per cent of women affected with gonorrhea. The 
statistics of Bumm show that gonorrhea extends into the Fallo- 
ian tubes in about 10 per cent of cases affected with the dis- 
ease. Gonorrhea is found less frequently in the urethra than 
about the vaginal orifice. A. Martin considers this due to the 
infrequeney of glands about the urethra. Penrose thinks that 
gonorrhea attacks the different parts in the following order of 
frequency: the urethra, the cervix uteri, the vulva and the 
vagina. Pryor says that gonorrheal endocervicitis occurs five 
times as vften as gonorrheal vaginitis. Gonorrhea seldom ex- 
tends to the bladder, altho it may do so and may even extend 
ito the ureters and to the kidney. It is not uncommon for gon- 
orrhea to extend into the rectum. Baer in the examination of 
191 cases of discharge from the bowel in women found gonococ- 
ci in 76 cases. Saenger thinks the greater number of rectal strie- 
tures are gonorrheal in origin. I have observed gonorrheal proc- 
titis in five or six cases. The disease probably extends to the 
rectum from the vaginal secretions, from rectal examinations 
and from use of infected rectal syringe points. Dr. A. H. Burr 
gave the results of an exhaustive study of this subject in a paper 
which he read before this society in November, 1896. 

IV.—ETIOLOGY.—Bunm states that the development of 
gonorrhea is never primary in the vagina, but that invasion is by 
way of the cervix, or more rarely the urethra, where the epithe- 
lium is less resistent. This is especially true of the cervix, where 


| are primarily involved in about the same proportion of cases. 


the epithelium is cylindrical. According to Steinschneider and 
labay, however, the urethra is the more frequently attackt. 
Schultz’s recent investigations show that the urethra and cervix 


Bumm has stated that pregnancy will provoke an excessive de- 
velopment of gonorrhea even in cases in which the date of in- 
fection has been very remote. J. Veit believes that the first at- 
tack of gonorrhea usually disappears spontaneously and that the 
Fallopian tubes become involved in the first attack only in rare 
eases of infection, shortly before or after labor. Bumm has 
kept gonorrheal pus in contact with the vaginal wall for twelve 
hours without producing any inflammatory reaction. Menstrua- 
tion favors but does not insure the revival of gonorrhea in latent 
ceases. This is due to discharge fromthe glands and also be- 
cause blood serum is an excellent culture medium for the growth 
of the gonococcus. This is the reason why gonorrhea is fre- 
quently contracted during or near the menstrual period. This 
indicates the advisability of the frequent use of antiseptic 
douches during menstruation. One patient under my care had 
repeated attacks of vulvo-vaginal gonorrhea following menstrua- 
tion. as ‘the result of infection from the endometrium. By the 
use of douches during menstruation these-attacks were prevented. 
The tendency for gonorrhea to extend during menstruation ac- 


In A. Martin’s clinic in Berlin, in 2,078 cases, 279 were due to 
gonorrhea. According to E. Wertheim, gonorrhea is the most 
frequent cause of suppuration met with in gynecological prac- 
tice. Kopytowsky finds that 10 per cent of the prostitutes whom | 
he has examined still have gonorrhea in the vaginal secretions, | 
after they have been discharged from the hospital as cured of | 
gonorrhea: that 7 per cent of prostitutes admitted to the hospital | 
for other diseases have gonorrhea in the vaginal secretions; and | 

| 
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*Read before the Chicago Medical Society as part of a sym- 
posium, November 30, 1898. 


| has not a pus producing micro-organism: that when suppuration 


counts for the fact that attacks of metritis, salpingitis and peri- 
tonitis so frequently date from a menstrual period. or from an 
interrupted menstruation. Bumm denies that gonococci lose 
their virulence and holds that infection from an old ease, if 
planted on healthy mucosa, produces an acute attack. Bumm 
believes that gonorrhea is a pure mucous membrane parasite. 
Schulz ‘after extensive microscopical investigation concludes that 
gorococe} are much more numerous in the urethra than in the 
cervix. and consequently that infection most frequently takes 
place from the vrethra. 

V.—PATHOLOGY.—It was formerly believed that gonorrhea 
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occurred the infection was a mixt one. This has been disproven 
by finding in large collections of pus gonococci as the only micro- 
organism present. In gonorrheal inflammation, however, the 
amount of exudate is greater than in most of the other inflamma- 
tions. Gonorrheal intlammation usually extends by continuity 
of tissue. It may, however, extend through the lymphatics aad 
the blood vessels. An illustration of extension through the 
lymphatics is seen in inflammation of the inguinal glands and in 
the broad ligaments, during the acute stage of the disease. That 
it may extend througi: the blood vessels is proven by the gono- 
coccus having been found in the blood and in tne tissues far 
distant from the primary seat of the disease. 

VIL—SYMPTOMATOLOGY.—The disease may be acute or 
sub-acute from the first. In the acute cases the symptoms may 
be similar to any acute vulvo-vaginitis and urethritis. The uter- 
us and adnexa are seldom primarily involved, altho in rare cases 
there may be present symptoms of acute metritis and pelvic per- 
itonitis, probably never general peritonitis. ‘The fact that 
the gynecologist is called upon relatively seldom to treat the 
disease in the acute form causes me to believe that the sub-acute 
is the more common mode of invasion of the disease. In the 
latter variety, a leucorrheal discharge is primarily the principal, 
and may be the only symptom. If the disease extends to the 
. Fallopian tubes, the symptoms will then be those of salpingitis, 
with probable suppuration. In some cases the disease is exces- 
sively acute, as the result of either diminisht resistance to, or 
great virulency of, the infection. 

VII.—DIAGNOSIS.—The only positive diagnosis is made by 
detecting the presence of the gonococcus. This can usually, if 
not always, be accomplisht during the acute stage of the dis- 
ease. In the acute variety, however, there is usually no difficulty 
in making a relatively certain diagnosis, without the use of the 
microscope. In the sub-acute and chronic stages of the disease, 
the gonococcus is detected with much more difficulty. When it 
is not found, the technic may be faulty or the investigation not 
sufficiently thorough. Absence of the gonococcus, however,,does 
not prove that the disease present is not primarily due to gon- 
orrhea. Redness about the openings into the Bartholinian 
glands and into the urethral glands, usually, if not always, 
means that the patient has had gonorrhea. How long the gon- 
ocoecus can be found in the tissues after the date of infection 
cannot be stated. Bumm states that the gonococeci may persist 
and remain virulent in the genital tract for five or ten years. 
Saenger in discussing residual gonorrhea in women states that 
after the disappearance of gonococci in the secretions, certain 
manifestations of the disease may remain, such as redness about 
and discharge from the glands at the vaginal orifice, the urethra 
and the cervix. ‘ 

VIIL—PROGNOSIS.—The statement frequently made that 
gonorrhea may remain in a latent form an indefinite time is 
probably true. A number of cases are on record where gonorr- 
hea has been contracted a number of years after the disease was 
acquired. It is not improbable, however, that the subjects may 
not have subsequently been exposed to sub-acute infections. 
Spontaneous cures probably result in the male and female. The 
claim made that spontaneous cures are more frequent in men 
than in women, if true, may be due to the increast number of 
glands and eylindrical epithelium in the female generative or- 
gans. The investigations of Doederlein, Kroenig and others. 
relative to the destructive nature of the bacteria of the normal 
vaginal secretions to pathogenic microorganisms, would  indi- 
cate that the contrary would be true. Steinschneider has demon- 
strated that gonococci are often present in the cervix and body 
of the uterus long after they have disappeared from the urethra 
and vagina. Immunity after recovery from the disease does not 
seem to take place, as Klein has fond that in chronic gonorrhea 
the individual may become accustomed to the presence of the 
gonococcus and that the microorganism from such a Case may 
eause the virulent disease in another person. and then cause re- 
infection in the original person. Gonorrheal inflammation of the 
Fallopian tubes. probably nearly always results in thickening 
of the tubal walls, in ocelusion of the abdominal ostium, in adhe- 
sions, or in suppuration. Complete spontaneous cures, however, 
of the tubes probably do occur. I recently saw in consultation 
a patient with acute gonorrhea. involving the pelvic peritoneum; 
the uterus was large, excessively sensitive, and there was swell- 
ing in the region of both broad ligaments, more markt on the left 
side. The husband had had gonorrhea and gonococc! were found 
in the discharge from the patient. About six months after re- 
covery from the acute attack, I made a vaginal fixation of the 
uterus for retroposition. The Fallopian tubes were perfectly 
normal and the only adhesions found were slight ones about the 
left ovary. It cannot be said. however, that the tubal mucosa 
was involved at all. The infection probably past through the 


vessels was the avenue of infection. The patient now seems to 
be perfectly well. The literature is meagre relative to spontane- 
ous recovery of gonorrheal salpingitis. 

The prognosis as regards sterility has received a great deal 
of attention since Noeggerath demonstrated the importance of 
the subject. Graefe and Kleinwachter have investigated ‘the 
causes of sterility and conclude that gonorrhea is not as prom- 
inent an etiological factor as generally supposed. In 648 cases 
of sterility Kleinwachter found but 80 in which the sterility 
could be ascribed with certainty to gonorrhea; in 12 of these 
the husband was known to have had the disease. 

1X.—TREATMENT.—In ‘the acute stage I believe in the free 
local use of nitrate of silver, ten to thirty grains to the ounce of 
water, to be followed by antiseptic gauze tampons or the free 
use of antiseptic douches. Vaginal douches should ‘be given fre- 
quently during menstruation when gonorrheal vulvo-vaginitis 
exists, to diminish the tendency of the disease to extend into 
the uterus. The disease is most liable to extend to the uterus at 
this time, for the reasons already given. The douche should be 
at the body temperature and only sutticient in quantity for clean- 
liness, 80 aS not ‘to interfere with menstruation. Acute infiam- 
mation of the uterus and adnexa should be treated entirely by 
palliative measures, unless large pelvic abscesses result, which 
would require vaginal incision and drainage. 

In chronic inflammation about the glands at the vaginal ori- 
fice and urethra, the treatmen'tt is limited to palliative measures, 
unless they cause suflicient trouble to indicate excision. Sup- 
purative disease in the Bartholinian glands and Skene’s tubules 
demand excision. Skene’s glands are excised by removing the 
portion of the urethro-vaginal septum which includes ‘them snd 
in suturing the mucous membrane of the urethra to the vaginal 
mucous membrane. 

Chronic endometritis is treated by curettage, mild caustic 
applications and by establishing drainage, if necessary. It may 
be necessary to repeat the curettage and to continue the treat- 
ment for a long space of time in order to effect a cure. 

The treatment of chronic gonorrheal salpingitis will vary 
largely with the symptoms which result and with the amount of 
disease present. The alhesions which result from inflammation 
may in selected cases be relieved by massage, topical applica- 
tions, etc. The presence of an enlargement in the region of- the 
tubes or ovaries does not necessarily require any treatment. To 
illustrate, I will briefly mention two cases that came under my 
observation seven years ago. They both had had gonorrhea and 
had had slight attacks of pelvic peritonitis. When I saw them 
they had slight backward displacements of the uterus with en- 
largement of both uterine appendages. I observed these cases 
for four years and during this time ‘they experienced compara- 
tively very good health—much better physically and mentally, 
I am certain, than if they had been subjected to operative treat- 
ment. Such cases shovld.not be operated, unless symptoms de 
velop which indicate interference, as ‘the pus in these cases fre- 
quently becomes sterile. When suppuration occurs, indicating 
operative interference, it is nearly always necessary to excise 
the affected tube or tubes, as the abscesses are usually multiple, 
not sufficiently circumscribed, and as ‘tthe exudate is too abund- 
ant to make an attempt at incision and drainage justifiable. 

Some conservative surgery has been done upon the tubes 
affected with gonorrhea with good success in a limited number 
of cases. The results, however, are not sufficiently numerous 
as yet to enable one to form any conclusions. It may probably 
be said, without exciting contradiction, that tubes with gonorr- 
hea calling for operation, should be excised, as the danger of 
recurrence of the disease is mark't and as sterility, in all events, 
is almost certain. 

In nearly all cases of gonorrheal inflammation the ovaries 
or some ovarian tissue remain healthy. When operating on 
these cases, especially if the subject be young, an effort should 
always be made to preserve menstruation, by leaving the ovar- 
ies, an Ovary, or some ovarian tissue, and a part of ‘the corre- 
sponding tube. It is my opinion that this can be accomplisht in 
from 90 to 95 per cent of all cases of gonorrheal inflammation of 
the uterine adnexa, where the disease is such as to indicate 
operative treatment. 

When the endometrium is affected, both ovaries and tubes 
the seat of suppuration, and the uterus large and adherent, vag- 
inal cystero-salpingo-oophorrectomy is decidedly the operation 
of election. 
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THE PERITONEUM.—ANATOMY, PHYSIOLOGY AND 
PATHOLOGY, 


BY BYRON ROBINSON, B. S., M. D,, CHICAGO, ILL. 


Professor in the Chicago Post-Graduate School of Gynecology and 
Abdominal Surgery. 


ANATOMY .—The peritoneum is a lymph sac. The periton- 
eur proper begins and perfects itself in the fish. From fish to 
man the peritoneum is the same structure; nothing added, noth- 
ing subtracted, only modified. Peritoneal pores (pori periton- 
eales) begin in the fish and exist in man as the ostia abdominales 
at the ends of the Fallopian tubes. It appears that the abdom- 
inal cavity, i. e., the space between the ectoderm and ‘the ento- 
derm, was once filled with mesoderm and that it atrophied or 
partially Gisappeared, leaving the viscera covered with periton- 
eum projecting into the abdominal cavity. 

The essential structure of the peritoneum is an exceedingly 
thin membrane, composed of endothelial cells arranged with 
their edges so in contact that it makes a continuous interrupted 
membrane. The endothelial cell is a connective tissue cell flat- 
tened out from pressure or stretching in the embryo. Lying be- 
tween the endothelial cells are interendothelial spaces. At the 
junction of several endothelial’ cells there ¢xists an aperture 
(mouth), called a stoma verum, which is lined with granular, 
polyhedral nucleated cells. Located in the enterendothelial 
spaces are stomata spuria. The stomata open into the lymph 
channels. Silver nitrate, one-fourth per cent, applied to fresh 
peritoneum brings to view microscopically the outlines of the 
endothelial cells, stomata vera et spuria and the interendothelial 
spaces. 

ss The four elements of the peritoneum (a) endothelial cell, (b) 
interendothelial spaces, (c) stomata vera, (d) stomata spuria, 
constitute the structure peculiar to the peritoneum. The seb- 
peritoneal tissues is simply mesodermic tissue. 

The anatomic use of the peritoneum is to anchor and limit 
the motion of the viscera, to produce the maximum motion with 
minimum friction. The peritoneum is a “joint” of vast interest 
and dimensions. ‘The peritoneum is endowed with wonderful 
elasticity and is very mobile on its base. The internal peritoneal 
surface is smooth, shiny, moist and slippery from its secretions. 
It is a closed sac except in the female (man). An especial inter- 
est of the peritoneum are the mesenteries which consist of a 
peritoneal (endothelial) mesentery (temporary or permanent), and 
a mesodermic mesentery (permanent). The utility of the mesen- 
tery is motion and limiting of viscera. 

VHYSIOLOGY.—The physiology of the peritoneum is its util- 
ity in tne animal economy. It is the most important serous mem- 
brane in the body from its interest over numerous and different 
viscera, and also its life protecting capacity. Experimentation 
alone can demonstrate its use. It is a joint in all its functions. 
It absorbs and secretes fluid. Fluids poured into the peritoneal 
cavity disappear at the rate (in dog.) of 10 per cent of the body 
weight in an hour (and at the rate of 5 per cent a few hours af- 
ter death). 

To discover the paths of fluid exit from the peritoneum pour 
in fluid containing particles of Berlin blue, which will be found 
to be directed chiefly toward the diaphragm and through the 
lymph channels. The particles of Berlin blue will be found 
passing through the stomata vera, aided by thousands of leuco- 
eytes which swarm out of the peritoneal mouths, seizing the 
Berlin blue particles and hasten onward ‘with them into the sub- 
peritoneal lymph channels. : 

From ‘my own numerous experiments and those of others it 
appears we are warranted in the following physiologic conclu- 
sions: 


1. The primary path by which fluids pass from the _peri- 
toneun: into ‘the circulation is by way of the lymphatics. The 
secondary path is the blood vessels. Hamberger, with some 
others, asserts that the path is by way of the blood vessels. 

2. <A stream of fluid exists in the peritoneum directed toward 
the diaphragm. ; 

3. The anatomical structure, physiological function (respira- 
tion), of the diaphragm enables it to act like a suction and a 
force pump. 

4. In five minutes after injecting a solution holding Berlin 
Dlue in suspension into the abdomen, the celored granules may 
be found in the sub-diaphragmatic lymph bed and intra-thoracie 
glands. 

So far as my experiments extend the diaphragm is ‘the 
primary locality of peritoneal absorption of solid granules. Oth- 
ers assert that the rootlets of the portal vein also absorb fluids, 
but I have not been able to confirm it. 

6. The vast function of absorption performed by the dia- 
phragm and the very small part taken in this process ‘by other 
portions of the peritoneum accounts for the non-fatality in the 
purulent condition found at the tubal ends and about the ap- 
pendix, and the ruptured gall bladder, which is circumscribed 
and confined by the ligamentum hepalo-colicum. The virulent 
microbes or their products are not absorbed, but circumscribed. 

7. On account of vigorous absorptive powers, the nearer 
peritonitis approaches the diaphragm the more dangerous it is te 
life. 

& The stomata vera are the most numerous and constant 
on the diaphragmatic serosa, the mouths of the vast lymph bed 
located in the diaphragm. : 

9. When foreign bodies (microbes or colored granules) enter 
the peritoneum the leucocytes swarm out (a) to digest the invad- 
er, (b) to surroufd or imprison the microbe or (c) to sterilize the 
germ. 

1). It appears to be the leucocyte which carries the colored 
granules from the peritoneal cavity, through the stomata vera, 
into the sub-endothelial diaphragmatic lymphatics. 

311. The normal peritoneum is automatic in regulating the 
quantity of fluids it contains. Normally it will absorb all exces- 
sive fluid. But in abnormal conditions it may only add to the 
fluid injected. 

12. If potassium ferrocyanide be injected into the peritoneal 
eavity it will appear in ‘the urine much sooner (about 20 min- 
utes) if the thoracic duct is not ligated. Ligation of the thoracic 
duct retards its appearance in the urine. Hence, with open 
lymphatics the ferrocyanide appears in the urine much more 
rapidly. 

13. The diaphragm ‘absorbs fluid perhaps by imbibition. 
Imbibition is molecular when a mass of tissue absorbs the fluid 
and capillary when it passes through the pores of the vessels. 

The forces which are said to induce peritoneal absorption 
of fluids may be enumerated as follows: (a) Vital cell forces; (b) 
stomata; (c) imbibition; (d) infiltration; (e) intra-abdominal (me- 
chanical) pressure; (f) osmosis. 

The leucocytes act as a body guard to the peritoneum. At 
a moment’s notice (irritation) the swarms of leucocytes emerge 
to protect invasions against the peritoneum, viz.: By digestion, 
inrprisonment, transportation or sterilization of the foreign body, 
be it vegetable germ or inorganic particle. 

The peritoneum has a limited power to resist septic germs. 
At present we have no standard by which the power may be 
measured. The power to resist septic germs is slightly different 
in different animals. The peritoneum of the pig, rabbit and cow 
resist considerable quantities of septic organisms. The mare’s 
peritoneum is so sensitive to septic germs that laparotomy on 
her is almost always fatal. The dog and man are about equal in 
their power to resist peritoneal invasions of pathogenic germs. 
Some. however, claim that the peritoneum of a dog resists more 
than that of man. 

The rapid fluid absorption by the peritoneum teaches agaist 
irrigation in laparotomy. from the fact that the germs would’ 
become widely and rapidly distributed. 

PATHOLOGY.—That disease of the peritoneum is also a 
matter of experimentation was demonstrated in the rapid de- 
velopment of the science of abdominal surgery. 

Peritonitis saves life, while septis kills. Peritonitis is a life 
saving process; it builds barriers against the invading host; 
while absorption overwhelms the system with infective products. 
It circumscribes microbes, imprisons and sterilizes them. The 
diagnosis of peritonitis should be more cultivated. ‘The temper- 
ature is often of the least value in the most critical cases. The 
pulse is the most reliable. Tympanites. abdominal muscular 
rigidity, tenderness on pressure and the facies peritonei tell 
their own tale. It must be definitely understood that patients 
suffering from septic peritonitis are in a state of toxemia which 


ek 
| 
=. 
= 
= 
| 
7 
| 
a 


176 


AMERICAN JOURNAL OF SURGERY AND GYNECOLOGY. 


clinically resembles profound shock. The nervous system is 
profoundly imprest with sepsis. Such patients bear anesthesia 
very badly; hence the operation for all septic cases of peritonitis 
which are surgical should be done under very little anesthesia, 
supported by hypodermic doses of strychnine and whisky in the 
rectum. The pulse must be watcht every moment as collapse 
may occur at any time. With indefinite diagnosis a median ab- 
dominal incision should be made. During operation the intes- 
tines. must be thoroughly protected and wrapt in moist, warm 
towels. The examination of the intestines should be performed 
systematically. It should be the rule to first strike for the land- 
marks, pelvic, appendicular, and gall bladder region, and if not 
found to continue systematic examination until the lesion be 
found. 

Irrigation should not be employed: it only distributes germs. 
A rubber tube inclosed in strips of gauze makes the best drain. 

After the operation calomel in one grain doses every one 
bour with a half ounce to one ounce doses of sulphate of magne- 
sia hourly until five grains of calomel and six drams to two 
ounces of salt are taken is a useful course to follow. ‘This re- 
vives intestinal peristalsis, starts the secretions and _ affords 
drainage from the mucosa. One-sixtieth of a grain of sulphate 
of strychnine every hour aids peristalsis. All the whisky a 
septic patient can bear is good treatment. 

To observe the phenomena of peritonitis the following exper- 
iment speaks volumes: I injected the peritoneum of a turtle 
with an ounce of water holding Berlin blue in fine suspension; 
four or five weeks later the turtle (4 pounds’ died of peritonitis. 
The autopsy showed edomatous and intensely vascular periton- 
eum. In short the interpreted results were the following: 

1. The fine particles of Berlin blue were distributed in the 
lymphatic vessels of the peritoneum. They collected especially 
along the numerous pigment cells which aid tosmake the walls 
of the lymph vessels. 

2. Large vessels of precipitated albumen could be seen all 
over the endothelial surface (“exudates’’). 

3. The endothelia were desquamated, leaving pits on the 
surface. 

4. Numerous leucocytes were to be seen emerging through 
the stomata and interendothelial spaces. They attack all foreign 
bodies, surround, imprison, sterilize or digest them. 

5. Hemorrhagic peritonitis existed in localities, i. e.. thous- 
ands of red blood corpuscles were emerging on the endothelial 
surface from endothelial lesions. 

The signification of this terribly destructive process is (a) 
the endothelial surface is an infective atrium: (b) the endothelial 
or peritoneal surface is trying to defend itself by (1) calling out 
the body guard, the army of white corpuscles, the leucocytes 
who are swarming on the surface. They emerge through 
stomata and interendcthelial spaces. These leucocytes may be 
seen partially through and fixt in the stomata or interendothelial 
spaces. They are merciless on intruders, seizing and surround- 
ing ‘them, imprisoning, sterilizing, isolating and even devouring 
them. (2) The albuminous exudate pours out in vast quantities 
in response to the irritant (microbe or its products). 

The exudate builds forts or barriers and checks invasion by 
mechanical means. The battle is never a drawn one; it must be 
lost or won. It is kill or be killed; the microbes or the leucocytes 
must be victorious. If the battle between the leucocytes and 
microbes lasts long the heaps of slain leucocytes or microbes at- 
test the fierce combat for life. 

The “hemorrhagicperitoneum” reports partial or complete 
victory of the microbe or its product (chemical). The endothelia 
have become desquamated, loosened jin their pitted bed, pro- 
ducing a lesion in the peritoneum, out of which oozes thousands 
of red corpuscles: the enemy is conquering the territory. The 
process known as peritonitis—a life saving process—has yielded 
to infection which kills. 

The leucocytes, the body guard of the peritoneum, are capa- 
ble of vast resistance. The leucocytes are an automatic stand- 
ing army and whatever calls out one leucocyte appears to call 
out a host sufficient for the occasion. The treatment for such a 
peritoneum is drainage and not irrigation, which would rapidly 
sweep the pathologenic microbes and their chemical products to 
distant fields, entirely out of reach of the mobilized army of 
leucocytes on the original battlefield. 

One of the fe'l destroyers in mammalian life is peritonitis. 
When a horse becomes attackt with peritonitis he is not expected 
to recover. But happily in man the majority attackt by peri- 
tonitis recover. 

Peritonitis ranks as one of the most important surgical con- 
ditions both on account of its frequency and fatality. The etiol- 
ogy of peritonitis rests on pathogenic microbes or their products 
(chemical). The various germs most intimately connected with 


peritonitis are the colon bacillus, streptococcus, staphylococcus 
and pneumococcus. 

Traumatic peritonitis is nothing more than the establish- 
ing of a focus of lessened resistance, with infection. 

The most virulent of all pathogenic germs in peritonitis is 
the streptococcus. The mildest form is that due to staphylococ- 
cus. If one performs several hundred adult post mortems he 
will find local peritonitis in the pelvis about 80 per cent, about 
the sigmoid 80 per cent, about the ceco-appendix 70 per cent, 
about the gall bladder 40 per cent, and around the spleen 95 per 
cent; with partial exception of the pelvic peritonitis, the other 
regions of local peritonitis are due to muscular trauma, 

The sigmoid and appendicular region is traumatized by the 
psoas muscle, the gall bladder region and that of the spleen by 
the diaphragm, its crura and the abdominal walls. Muscular 
trauma on the tractus intestinalis makes a focus of lessened re- 
sistance and enables the rapidly multiplying germs or their 
products to penetrate the muscularis, mucosa and enter the sero- 
sa. The most common cause of grave peritonitis is perforation 
of some hollow viscus, penetration of the abdominal wall or in- 
fection conveyed through the bloed. The ‘treatment of periton- 
itis consists in medical or surgical interference. If it be medical 
no drug equals opium in full doses, sufficient to arrest peristalsis. 
Rest, anatomic and physiologic, is the all important factor. This 
will corrall the infection atrium. The trouble, however, with 
opium is that its administration militates against any subse- 
quent surgieal interference, for it checks secretion. 

After all it should be noted that all cases of septic peritonitis 
belong to the domain of surgery. There are two methods by 
which surgical interference succeeds in peritonitis, viz.: Drain- 
age from the intestinal mucosa (cathartics), and draining from 
the serosa (incision). The best cathartics are calomel and salts 
administered in small, often repeated doses. The best drain is 
the rubber tube wrapt with gauze. 


“LOCAL TREATMENT” IN GYNECOLOGY.* 


BY PALMER FINDLEY, M. D., CHICAGO, ILL. 
Instructor in Gynecology, Northwestern University Medical School. 


Topical applications to the female genitalia constitute, in a 
large measure, the gynecologic practice of the general practi- 
tioner. In well selected cases they are indicated as a comple- 
ment to the general treatment or to a surgical procedure; but 
unfortunately in the majority of cases they accomplish little and 
not infrequently do harm. In order that we may give local ap- 
plications their full measure of credit let us briefly consider the 
underlying factors concerned in the development of such pelvic 
lesions as are commonly treated by topical applications. We 
‘an then determine the rational limitations of so-called “local 
treatments.” 


Of the general systemic causes directly responsible for local 
disorders let us first consider 


DISORDERS OF THE GENERAL CIRCULATION. 
from an incompetent heart and increast resistance to the general 
circulation from lesions in the lungs, liver and kidneys. Ob- 
struction io the general circulation from the above causes will 
frequently determine the sub-inflammatory lesions of the pelvic 
viscera, The uterus is increast in size and weight; then follows 
backache, a sense of weight in the pelvis, leucorrhea and dys- 
menorrhea—the clinical picture of passive engorgement of the 
uterus associated with catarrhal endometritis. And all this is 
but the local expression of a disordered general circulation! The 
line of treatment is perfectly well defined. It should be directed 
toward the restoration of the general circulation. These are 
cases which belong solely ‘to the domain of internal medicine. 
Local treatments could be of little value and might readily in- 
fect the congested uterus. 


Again we have in general anemia certain pelvic disorders 
referable to a systemic cause, and only remedied by systemic 
treatment. In simple primary and secondary’ anemia, in perni- 
cious anemia, leukemia and chlorosis the uterus and its adnexa 
may be imperfectly nourisht and developt, and in consequence 
the menstruations become irregular or are absent; usually there 
is a mucous discharge from a catarrhal endometritis and dysmen- 
orrhea is rarely missing. Here again meddlesome interference 
with local treatments is to be discountenanced. A properly se- 
lected diet, well regulated exercise, together with the usual 


*Read before the Warren County Medical Society November 
2, 1898. 
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blood restoratives, will relieve the general anemia and this in 
turn will relieve the gynecologist from further concern fer the 
disordered sexual organs. 


INEFFICIENT ELIMINATION. 

We hear much of the “uric acid diathesis;”’ and yet I am per- 
suaded that the medical profession will not fully appreciate how 
pernicious it is in its effects until systematic examinations are 
more universally made for the quantity of urea excreted. The 
urea, uric acid and other waste stuffs formed in excess of the 
normal or jnefticiently eliminated by the kidneys, are vicari- 
ously eliminated from the respiratory, gastro-intestinal and 
genito-urinary tracts; and we have bronchitis, gastro-enteritis, 
cystitis and endometritis caused directly by the waste stuffs 
eliminated from these respective mucous surfaces. In this cate- 
gory we include gout and rheumatism. We have a familiar pic- 
ture in a woman of sedentary habit, eating freely of nitrogenous 
food, the urine of high specific gravity, the bowels habitually 
constipated and the ever present leucorrhea, pain in the side and 
back. The pathologic condition of the uterus is catarrhal endo- 
metritis and subintiammatory metritis. A properly regulated 
diet. exercise and baths, diuresis and catharsis will restore the 
integrity of the sexual organs without the interference by local 
applications which at least are unnecessary adjuncts. In dia- 
betes we have a similar pathologic lesion of the uterus and the 
‘treatment is for diabetes—not for swbinflammatory metritis and 
eatarrhal endometritis. 

Constipation is often the direct cause of uterine catarrh by 
keeping up a constant engorgement of the uterus through portal 
congestion. In correcting the constipation I would proseribe 
strong laxatives as having a tendency to further congest the ab- 
dominal and pelvic viscera. Calomel in one-tenth to one-twenti- 
eth grain doses, one to three times daily, stimulates the secre- 
tions and promotes nutrition ina manner to excel all other 
drugs. It is the remedy par excellence in cases of chronic con- 
stipation where the nutrition and secretions are at fault. 

DRESS. 

As predisposing factors in the causation of diseases peculiar 
to women we have largely to do with the environment, sleep, ex- 
ercise, food and clothing. Fashion in dress is one of the most 
serious obstacles to the prevention and cure of the diseases of 
women. The essential physiological functions are hampered by 
prevailing modes. The dress should be evenly distributed over 
the body to afford uniform protection against cold and wet. This 
means to abandon sleeveless and low neck dresses, bonnets that 
afford no protection to the head, a profusion of skirts which 
hang about the limbs without affording any considerable protec- 
tion and do immeasurable harm through constriction and trac- 
tion about the waist. It means to do away with the thin, high 
heeled coverings to the feet, which afford little protection from 
the cold and dampness and prevent free exercise. This in con- 
trast to the encumbered waist, constricted and held in as by a 
ment of the pelvic viscera. The abdominal and dorsal muscles 
barrasses respiration, forces the abdominal viscera downward 
and the thoracic viscera upward; prevents the free exercise of 
the abdominal muscles and tends to their atrophy. The circula- 
tion in the area of corset pressure is impeded and the blood is 
dammed back in to the pelvic organs, causing passive engorge- 
become fatigued from constant ‘traction made by the garments 
suspended from the waist. and are unable to prevent undue pres- 
sure upon the pelvic viscera and pelvic floor. Says a Vassar 
teacher: “To compare the usual mode of dress with that which 
affords freedom of motion one has only to look at a Jot of girls 
on the way to the gymnasium. Thev drag along: they have no 
apirit or spring in them; they are in their ordinary clothes. Look 
at the same set coming on to the gymnasium floor in their light 
toggery: they skip and dance and run in the liberty of their un- 
vise with belt. bands and corset. Constriction of the waist em- 
restrained and untrammeled motion; they are different beings.” 
The hvgienic dress constitutes: 

1. Union undergarment. 

2. Equestrian tights. 

§. Muslin waist and skirts. 

4. Dress in one piece, or so made as to equally distribute the 
weight over the shoulder, bust and hips. Such a garment will 
fulfill the three essential requirements of dress: 

(a) Uniform distribution. 

(b) Freedom ‘from traction. 

(ec) Freedom from constriction. 

Now we are prepared to consider the various methods ef lo- 
cal treatment and TI trust we can give them their proper limita- 
tions in gynecological practice. It is as true that local treat- 
ments have heen as greatly overestimated as systemic treat- 
ments have heen underestimated. Eliminate the cases which 
are caused by systemic disorders and those which belong to the 


exclusive domain of surgery, and but a small number will be 
left for local treatments. True it is that many cases recover 
while taking local treatments, but in the majority of these cases 
credit is due to causes other than local. The same causes lead- 
ing to subintlammatory metritis and catarrhal endometritis also 
causes catarrhal inflammation of mucous surfaces of the nose, 
throat, stomach, bowels and bladder. If we are to use fuming 
nitric acid, carbolic acid, tincture of iodine and the like on the 
endometrium why not be consistent and apply the same treat- 
ment to the other mucous surfaces similarly affected and by the 
same cause? Is it not self evident that the uterus is a much 
abused organ; and when the general systemic causes are under- 
stood is not the absurdity of these methods apparent? 


INTRA-UTERINE APPLICATIONS. 


These, as a routine office practice, are to be condemned.| The 
liability to infection is great where the procedure is done with 
indifferent aseptic care; and strong caustics should be applied 
to the endometrium but seldom. Strong caustics frequently ap- 
plied to the endometrium causes stenosis of the cervical canal, 
and cicatrical contraction of the entird ‘body of the uterus. As 
a result there is sterility and permanent irritability of the uterus, 
leaving nothing to be done short of hysterectomy. 

Electrical cauterization is open to the same objections and it 
may be aflinmed that the method is not approved. If the uterine 
canal is to be entered with instruments or finger it should be 
done with a strict regard to surgical cleanliness. 


INTRA-UTDRINE TAMPONADE. 

The use of narrow strips of gauze for the purpose of dilating 
the uterine canal and at the same time draining it, is a slow but 
sure method, yet there is as much danger of carrying infection 
into the uterine cavity as there is probability of draining away 
the existing infection. Because of this element of danger the 
method is not approved save in well selected cases. 


ANTISEPTIC APPLICATIONS. 

The application of antiseptics to the vulva, vagina and cervix 
when there is an acute infection of these surfaces is altogether 
rational and practical. But I beg to protest against the indis- 
criminate swabbing and tamponading in cases of endometritis 
and metritis. Such pernicious practices can do little good and 
are capable of untold harm. They seldom effectually reach the 
seat of infection and are not always efficient when they do. The 
ast array of pyosalpinx, metritis and cellulitis, the direct result 
of his atrocious practice testifies to its maliciousness. Think of 
such a practice with the mucosa of the nose, throat or bladder!!! 
Lo, the poor uterus! 

TAMPONS. 

These are invaluable in their place, but like many another 
good thing they frequently get out of their proper sphere. I 
would recognize the general indications for tampons, but for- 
tunately these indications cover a wide range of usefulness in 
gynecology. In all acute and subacute inflammations of the 
pelvic organs and tissues the indication is to place the parts at 
rest and to relieve the active or passive congestion by glycerine 
tampons. But this does not mean that one or two tampons are 
merely to be smeared with glycerine. The tampons should be 
small, they should be soakt in glycerine and several of them 
should be loosely packt in the vault of the vagina. They are to 
be left there 6 or 8 hours. This will insure an outpouring of the 
serum from the pelvic tissues; it will relieve tenderness, diminish 
exudates and reduce the size of the engorged uterus and adnexa. 
After the tampons are removed, long hot douches of sterile water 
are to be given; the bowels freely opened; rest enjoined, and pel- 
vie massage will usually complete the treatment. 

The second indication would be for dry lamb’s wool tampons. 
These are to serve as a support to the displaced uterus, but for 
temporary purposes only. When the uterus is displaced back- 
ward or downward, and because of tenderness or lack of support 
from the perineum it would be well to support the uterus with 
tampons inserted with the patient in the knee-chest position. It 
is sometimes true that a uterus supported by tampons for a few 
weeks will then remain in position without mechanical support. 
The routine practice of inserting tampons without regard for le- 
gitimate indications cannot be too vigorously condemned. They 
interfere with the free drainage from the uterus and vagina and 
by absorbing the infected secretions of the vagina and uterus 
serve as hotbeds in which the germs thrive. A reproach will be 
fted from the medical profession when swabbing and tamponad- 
ing will have ceast to be indiscriminately practist. 


THE DOUCHE. 


The douche (vaginal) is a most valuable therapeutic agency, 
but unlike the preceding methods it has been too little used. A 
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vaginal douche of two quarts of water taken in the sitting pos- 
ture may cleanse the lower segment of the vagina, but nothing 
more. The patient should be lying on her back in a comfortable 
position, and 4 to 6 gallons of hot sterile water or antiseptic 
water solution should be slowly given in order that 20 minutes 
to a half hour may be consumed in the process. With the pa- 
tient in the sitting posture the vaginal walls so prolapse as to 
prevent the water from entering high in the vagina, and a small 
amount of water will only serve to bring about an active hyper- 
emia of the vaginal mucosa, and will have no effect upon the 
deep lying tissues of the pelvis. 


MASSAGE. 


We come now to a consideration of a form of local treatment 
with a wide range of utility. We Americans have not learned to 
appreciate what pelvic massage will do, but in Germany and 
France the procedure is universally practist and highly extolled 
in the following conditions: 

1. Adhesions binding loosely the uterus and adnexa in ab- 
normal positions. 

2. Inflammatory exudates. 

3. Displacements of the uterus caused by a lack of support 
in the ligaments and muscles by inflammatory adhesions. 

The contra-indications to its use, to be carefully noted, are: 

1. Acute inflammation. 

2. Presence of pus—especially in the tubes. 

3. Malignancy. 

4. Pregnancy—as a rule. 

5. Tuberculosis. 

We thus see that it is most essential to make a positive diag- 
nosis before giving massage. Unless the indication is clear and 
the contra-indications are known to be absent, the treatment by 
massage should be prohibited. 

“Massage in the pelvis, as in other organs, quickens the cir- 
alation, prevents stasis in the lymph channels, furthers resorp- 
tion and retrogressive metamorphosis, gives tone to the muscles, 
excites muscular activity and so improves the nutrition.” (Dud- 
ley.) 

CONCLUSIONS. 

1. The vast majority of pelvic lesions commonly treated by 
local applications belong either to the domain of surgery or to 
internal medicine. 

2. Disorders of the pelvic viscera as the result of obstruc- 
tion to the general circulation, primary and secondary anemias, 
chronic constipation; the uric acid diathesis; gout, rheumatism, 
syphilis and other constitutional diseases; passive engorgement 
of the pelvic and abdominal viscera from whatever cause; to- 
gether with errors in dress, food and exercise are to ‘be remedied 
by directing the treatment to the predisposing causes and local 
seasures can only serve as a complement to the general treat- 
ment—are often unnecessary and may do harm. 

3. Many of the cases that recover under local treatment do 
so regardless of local measures, or by virtue of the additional 
yeneral treatment. 

4. The indiscriminate and wholesale use of tampons and the 
routine practice of intra-uterine applications of caustics are pro- 
ductive of great evil and should be condemned. 

5. Douches should be given in the dorsal position; should be 
as warm as the patient will permit, and 4 to 6 gallons of sterile 
or antiseptic water should be given two to four times daily. 

6. Pelvic massage deserves a prominent place in gynecologic 
practice. It is imperative that there be an absolute diagnosis in 
order that the indications and contra-indications be clearly de- 
fined. 


OPERATIVE TREATMENT OF CARCINOMA UTERI.* 


BY FRANKLIN H. MARTIN, M. D., CHICAGO, ILL. 


Professor of Gynecology in the Post-Graduate School and Surgeon to the 
Woman's Hospital of Chicago. 


The uterus, from its structure, the course of its lymphatic 
vessels, and its clinical behavior under infection by carcinoma, 

ist be divided into three parts: The vaginal, the cervical 
and the fundal. The vaginal portion is that external portion of 
the cervix ‘beginning at the external os and extending to the de- 
flection of the vaginal mucous membrane upon its surface. It is 
covered with flat-celled pavement epithelium. (2) The cervical 
portion extends from the external os to the internal os, or from 
the pavement epithelium of the external orifice to the beginning 
of the tubular glands characteristic of the body of the uterus. 


*Read at Illinois State Medical Society, 1898. 


(3) The portion of the uterus above this plane constitutes the 
fundus. 

Inasmuch as extension of carcinoma is almost exclusively 
through the lymphatics, nothing is more important for us to 
study in connection with this disease than the direction and @is- 
tribution of the lymph vessels leaving the uterus, and the where- 
abouts of the near and remote lymph glands in their course. 
From the vaginal portion of the cervix and the upper portion of 
the vagina, which are often closely involved with carcinoma, the 
lymph vessels connect with the deep inguinal glands, and 
through the connective tissue surrounding the upper portion of 
the vagina, and very low in the broad ligament, they connect 
with the obturator and the external and internal iliac glands at 
the division of the common iliac artery. The lymph vessels of 
the cervical portion of the uterus first pass through glands situ- 
ated near the cervix low down in the broad ligament, and then 
through the internal and external iliac glands. The lymph ves- 
sels from the fundus pass into the broad ligament and finally 
through the spermatic chain along the Fallopian tubes and ova- 
ries to the superior lumbar glands, situated in front of ‘the aorta 
near the lower border of the kidneys. 

According to Williams of London, who has written a classi- 
cal article on this subject, speaking of cancer of the vaginal por- 
tion of the uterus: The disease may begin at any point of the 
vaginal portion of the cervix covered with stratified epithelium. 
In eight cases three had no special form, simply some enlarge- 
‘ment of the lips; in one the disease was papillary—possibly, he 
Says, the beginning of cauliflower excrescence; one presented a 
red tubercular-like surface; one an uneven surface, having a 
granular appearance. It may be perfectly smooth and look fair- 
ly healthy, appearing only a little livid. In all cases examined 
‘by Williams the disease was superficial, from one-sixth to one- 
third of an inch in thickness, with one exception, where it was 
three-fourths of an inch in thickness. The whole vaginal mucous 
membrane becomes involved before the disease will extend deep- 
ly. As a rule, it does not extend above into the cervical canal. 
In six of Williams’ cases the canal remained healthy. It extends 
rather in the direction of the vagina. When it grows like cauli- 
flower it is superficial and enters but a short distance into the 
cervix. There was in his cases no glandular extension in the 
obturator or the glands of the groin. This variety is more liable 
to appear during menstrual life, between the age of 40 and 50, 
rather than later; and is very favorable for operations, as may 
be judged from what has just been said. 

This has been well proven in my own work. At this moment 
I can recall three distinct cases of cervical cancer, in which I 
operated rather late. The microscopical diagnosis in these cases 
was “carcinoma,” without any reference to the form of cell. The 
diagnosis of cervical carcinoma was made entirely from the mi- 
croscopical appearance, as shown after removal of the disease. 
One was a cauliflower growth, involving the whole vaginal por- 
tion of the posterior portion of the cervix; the second two flat 
growths, involving the vaginal cervix and more or less of the 
upper portions of the vaginal tube. None of these extended into 
the cervix cavity proper. These cases involved only the superfi- 
cial tissues, altho the cauliflower growth appeared like a for- 
midable growth when viewed from the vagina before the opera- 
tion. In these three cases there could have been no metastatic 
extension to lymphatic glands, because all have been well after 
operation performed, six to ten years ago. 

I have seen quite a large number of carcinomata involving 
the lower portion of the uterus, where the tendency was to in- 
volve the vagina, in which I am unable to say now that the dis- 
ease was limited to the vaginal cervix, but upon which I operat- 
ed, and after long intervals there has been no recurrence. S6 
ymuch have IT been struck by this clinical feature that I have 
learned to look with satisfaction upon any carcinoma of the 
uterus which has a morbid tendency to invade the vagina, even 
though its growth may be extensive. 

Cancer of the cervical portion, according to Williams, always 
starts in the glands of the cervix. It never originates in the 
epithelium of the surface, but may begin close to the surface in 
the glands, or in the deeper portions of the glands. The portion 
of the cervix the disease may begin in is varied. In 11, in the 24 
eases of Williams, it began in lower portion of cervix. In two, 
near the inner orifice. In two, at two separate centers. In one, 
on a mucous polypus. The lower half was found to be more 
prone in his cases. Posterior lip is involved long afterward. 

Cancer may form as a polypus with possible squamous cov- 
ering. It may form papillary growths on the surface which pen- 
etrate deeply into the wall or cervix. and may look much like 
the head of a cauliflower. It may begin in a small nodule in the 
wall of the cervix, or may begin as a nodule close to the inner 
surface and gradually involve the whole cervix. 
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The direction of the growth is in the direction of the tissue. 
It grows deeply. It rarely extends on the surface beyond the 
external os. It may grow so as to involve a portion of the vag- 
inal tissue. Its tendency is to grow toward the vagina in its deep 
invasion, so as to involve the portiovaginalis and the vesico-vag- 
inal and recto-vaginal septa, but rarely includes the mucous 
membrane of the vagina. In regard to cervical lacerations act- 
ing as an exciting cause of carcinoma, Williams says he “never 
saw cancer attack a lacerated cervix in the tear. The tear is 
the last part attackt,” he says. He arrives at this assertion af- 
ter carefully examining a large number of specimens with the 
microscope. This seems to be at variance with the generally ac- 
cepted idea, but Williams has the advantage of the ‘majority of 
us because he has personally examined his specimens with the 
idea of determining this point without bias. 

Carcinoma of the fundus occurs much less frequently than 
' that of the cervix. Pichot has collected 44 cases of what he 
termed cancer of the body of the uterus. Ruge and Veit describ- 
ed 21 cases in which diagnosis was unmistakable. Williams 
collected 12 cases, three of which he had satisfactory microscopi- 
eal evidence. 

Williams describes two methods of growth: “Diffuse and cir- 
cumscribed. The diffuse is much more common. The growths 
may assume a polypoidal shape and the uterine wall at their 
base may be healthy, or they may form sessile tumors and grow 
in the substance of the uterine wall, projecting into the uterine 
eavity like submucous fibroids. The uterus is usually much en- 
larged. The disease commences in the epithelium of the glands. 
They are frequently complicated with fibroids.” : 

The direction of growth may be either by surface extension 
or by deep extension. ‘The spread superficially is often stopt at 
the inner orifice of the uterus and the opening of the Fallopian 
tubes. It may pass the os internum and invade the cervix. It 
may invade the Iallopian tube. In spreading deeply it involves 
the muscular wall and may pass through it, giving rise to in- 
flammatory exudates on the peritoneal surface, and extension 
with direct involvement of the parts. The lymphatic glands in- 
fected are those along the top of the broad ligament and the 
lumbar glands. This variety almost invariably occurs after the 
menopause. 

I have condensed in these few paragraphs a short review of 
Williams’ lectures (which recorded definite knowledge as a re- 
sult of accurate microscopical observation), because it coincides 
with my clinical experience and explains scientifically what 1 
have noted frequently as empirical facts. It has taught me to 
classify my cases after thorough microscopical analysis, so that 
my future recorded cases will be of much more value to me and 
my colleagues than those of the past have been. 

It explains why a thorough removal of a proliferating cancer- 
ous mass, covering the whole lower portion of the cervix and 
extending on the vagina, will sometimes accomplish a permanent 
eure. It partially explains why a cancerous condition of the in- 
‘rnal cervix, which is almost too small to diagnose, will, on the 
other hand, seldom be cured by any kind of an operation, and 
then only by the most extensive one. It partially explains why 
the complete removal of a uterus twice its normal size with 
earcinoma, or an adeno-carcinoma of the uterus, will end in 2 
permanent cure, while a cancer of the fundus, which does not 
unduly enlarge the organ, will have extended too deeply to make 
a hysterectomy of any avail. 

With more of this kind of work our surprises will be fewer. 
Those of us who have done much uterine cancer work in the 
past have had much to explain. Our grave prognosis, in what 
clinically appeared desperate cases, have proved us, fortunately 
for our trusting patients, most fallible: while the simple appear- 
ing case has occasionally driven us to disaster. 


OPERATIVE TREATMENT. 


If there were not frequent exceptions to almost every proba- 
ble outcome of carcinoma of the three portions of the uterus, we 
eould readily arrive at a plan of procedure of each. Unfortun- 
ately, these exceptions are many. 

In the treatment of epithelioma or the flat celled cancer of 
the portiovaginalis, there would be little justification for remov- 
ing the whole uterus for the condition if we did not know by 
experience that such cases, even typical cases. will rarely, but 
occasionally. be mistaken for cervical carcinoma, and, what is 
more frequently the case, a cervical carcinoma will be mistaken 
for a ptrtiovaginal cancer. while an uncomplicated, typical, flat 
celled, external cervix epithelioma, even involving a large por- 
tion of the vaginal wall, might, with perfect propriety, be treat- 
ed by high amputation of the cervix. With the uncertainties of 
perfect diagnosis we are justified only in removing the whole 
uterus. including the apparently healthy and the apparently dis- 
eased tissue. 


In treating the typical carcinoma of the true cervix there can 
be no question as to the duty of the surgeon. Here we have the 
variety of disease which works stealthily, but effectually. Fre- 
quentiy, before we have symptoms of sufficient moment to at- 
tract attention, the disease has gone to the vesico-uterine and 
recto-uterine tissue, has involved the glands in the broad liga- 
ment near the uterus and already reacht the deep inguinal 
glands. Here the microscope shows carcinoma of the deep tis- 
sue of the cervix. There is scarcely anything by which a diag- 
nosis by inspection can be made. The woman has lost flesh in 
au unaccountable way. ‘There is a slight irregularity in her 
menstruations. There have been one or more slight gushes of 
blood between menstruations. Occasionally there is the so-called 
eachexia, caused from septic absorption from bacterial infection 
of the necrosing cervix. She is between 40 and 50 years of age. 
In such a case, heroic measures must be adopted early; no 
waiting for the preparatory treatment more than the necessary 
preparations for a capital operation. Here we must remove the 
uterus, and, as far as possible, the infected glands. It is in these 
cases that experience in operating counts for more than any- 
where else in the abdomen. Any one of intelligence, with a 
knowledge of the principles of surgery, can haggle away a uter- 
us—can do a vaginal hysterectomy, if there is not much the 
matter with the uterus—and have‘a living patient pull through 
in the end. It takes experience in abdominal surgery, in pelvic 
manipulations, which years of work only can impart, in order. 
to give the necessary dexterity as it is necessary to take away 
as much of the broad ligament as it is necessary to remove, 
without also removing or injuring the ureters, to remove the 
nest of internal iliac glands, situated at the juncture of the divi- 
sion of the internal and external iliac artery; to remove all this 
and, at the same time, spare the life of the patient is, I say, a 
problem for an experienced abdominal surgeon. 

This difficult but rational operation, which was _ proposed 
by Dr. Emil Ries, professor of gynecology in the Post-Graduate 
School of Chicago, is the operation which blazes the work of the 
future. It will not do for us to say that it is too late to operate 
on these cases when the iliac glands are involved, because we 
know it is not too late to operate upon a carcinoma of the breast 
when the axillary glands are involved. In fact, we know that 
we should remove the axillary glands in cancer of the breast. 
even when we cannot discover that they are involved. Then we 
should remove these glands when they are not involved, in order 
to break up the one grand highway for metastatic extension 
from the cervix. Then we should remove them when they are 
apparently involved, because an apparent involvement may only 
be an enlargement from septic infection from seat of primary 
cancer. And we certainly should remove them if they are act- 
ually carcinomatous. 

This operation involves a thorough preliminary curettement 
ard eleaning of the cervix, a complete abdominal hysterectomy 
in Trendelenburg position, and the incising of the peritoneum 
over the deep iliac glands and their removal. 

There is but one way of treating carcinoma of the body of 
the uterus. That is by a vaginal or abdominal hysterectomy. 
Frequently the uterus is much enlarged and an abdominal hys- 
terectomy, in such a case, is preferable. Fortunately, as we have 
seen, a carcinoma of the body rarely extends by way of the deep 
iliac lymph vessels and glands. Fortunately it is less prone than 
cervical carcinoma to deep extension at all. I have removed 
several large carcinomatous uteri where the whole muscular wall 
had been penetrated, and where the peritoneal surface had been 
involved, and after more than two years there has been no re- 
turn. We must recognize a difference between adeno-carcinoma 
of the body, with a tendency to excessive proliferation of tissue, 
with papillary tendency, and the carcinoma of the deep epithe- 
lium of the body of the uterus. The first, while more showy, is 
less liable to deep invasion and metastatic extension. 

At last, we must consider what to do with carcinomatous 
uteri in which it is impossible to obtain the probable primary 
source of the disease, whether cervical, fundal or vaginal; cases 
in which it is impossible to outline the uterus; or to ascertain to 
what extent it is involved; in which there is extensive necrosis, 
excessive discharge, great loss of flesh, septic absorption, great 
pain and apparently the most hopeless condition generally. 

These cases should not be abandoned as long as they breathe. 
Frequently the symptoms are greatly exaggerated because of 
septic intoxication. as a result of bacterial infection of the ne- 
crotic tissue. Sepsis, rather than cancer. is primarily killing the 
woman. Unnecessary blood Joss is sapping her vitality instead 
of extensive involvement of the carcinoma. In fact, we cannot 
know until the uterus has been removed what are the patient’s 
prospects for recovery. While we are learning rapidly, we are 
ignorance itself when face to face with this desperate problem. 
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For that reason we should never abandon them. I have been 
surprised (and I am sure I am not alone in this experience); Ll 
have been surprised, 1 say, to find cases like the above picture 
actually get well even after only a thorough curettement and 
cauterization of the diseased tissue. I have seen a large number 
relieved temporarily of their sepsis, of their blood loss, of their 
stinking discharges, and given an impulse which was little short 
of miraculous. 

The rare cases which were cured by this procedure were un- 
doubtedly epithelioma involving only the vagina and external 
cervix, with great tendency to proliferation and necrosis, but 
with little tendency to deep extension. This treatment will al- 
ways temporarily relieve; will be accepted when hysterectomy 
would be rejected, will never do harm, and occasionally a cure 
will be the surprising outcome. 

Let me summarize this rambling paper: 

1. A microscopical examination of the tissue of the three 
portions of the uterus should be made whenever one of the well 
known classical symptoms of carcinoma appears. 

2. Carcinoma of the vaginal portion of the cervix should be 
treated by vaginal hysterectomy, including the upper portion of 
the vagina, and as much of the base of the broad ligament as it 
is possible to include, with the ureters pusht well to the side of 
the pelvis. 

3. Carcinoma of the body of the cervix should be treated by 
vagino-abdominal hysterectomy, with thorough removal of the 
broad ligament and the deep iliac glands. 

4, Carcinoma of the body should be treated by thorough re- 
moval of the uterus by vagina or abdomen, so as to include the 
tubes and ovaries. The iliac glands should be removed if in- 
volved. 

5. Neglected carcinoma should never be abandoned, but 
should ‘be symptomatically relieved by curettement and cauteri- 
zation, with the possible hope of permanent relief in a small per- 
centage of cases. 


PLASTIC OPERATION ON THE FALLOPIAN TUBES.* 


BY EMIL RIES, M. D., CHICAGO, ILL. / 

Professor of Gynecology in the Post-Graduate Medical School of Chicago. 

The conviction that too many tubes have been removed and 
are being daily removed is gaining more and more ground 
among scientific gynecologists. The consequence is that meth- 
ods which permit removing the products of disease without re- 
moving the entire diseased organ are coming into widespread 
use after they have long been disregarded or even derided. 
These consist of plastic operations on the tubes. 

The normal tubes are the excretory ducts of the ovaries— 
nothing more, nothing less; but a number of pathological pro- 
cesses disturb this junction to such a degree that many surgeons 
prefer to remove such organs rather than to try plastic opera- 
tions. 

In my opinion the indications for plastic operations on the 
tubes are obstruction of the tubal channel in consequence of one 
or more of three different processes: ; 

1. Benignant tumors, more particularly the adenomyomata 
of the tube. 

2. Extra-uterine pregnancy in certain cases, 

3. Inflammation in cases where there is no pus or other 
signs of an active stage of the inflammation. 

The occlusion may be located at the abdominal or at the uter- 
ine end, or (especially in cases of tumor or tubal pregnancy), in 
any part of the tube. The tubes may be occluded without be- 
coming much distended. I have repeatedly found the abdominal 
end of both tubes occluded and the tubes no larger than the lit- 
tle finger. In other cases, however, there is considerable en- 
largement, especially in tubal pregnancy. 

The diagnosis of tubal occlusion may be difficult and uncer- 
tain. A surmise, a suspicion is sometimes all that can be gained 
by bimanual palpation where extensive adhesions of the append- 
ages or retroversion with adhesions and a history of sterility co- 
incide. Sterility in these cases is often what is called ‘tone child 
sterility.” that is to say, sterility existing after the birth of one 
ehild, where usually the childbed has been complicated by some 
flammatory affection due in most cases to gonorrheic infection 
acquired during pregnancy. The diagnosis of occlusion is fre- 
quently not to be positively made until found in the course of 
an operation underteken for the purpose of treating an adherent 
retroflexion, etc. 

The plastic methods most frequently used in these operations 

*Abstract of paper read before the Illinois State Medical So- 
ciety, May 19, 1898. 


ve Skutsch’s salpingotomy and the resection of the tube as ad- 
vised by Martin of Berlin. The latter also performs salpingos- 
tomy. Salpingostomy consists in cutting a window Into the oc- 
cluded tube and sewing serosa to mucosa so as to prevent new 
agglutination. The new opening of the tube can then be sutured 
to the ovary if this is thought desirable. Gersuny of Vienna 
tried to make the communication of ovary and tube absolutely 
reliable by turning the ovary into the artificial opening of the 
tube and retaining it there by sutures. Martin recommends the 
resection of the occluded abdominal end and seaming of the 
stump with or without suturing the tube to the ovary. With 
each of these methods the desired result of a pregnancy has been 
accomplisht. I have myself performed salpingostomy and re- 
section of the tube in about 20 cases. All patients have recover- 
ed from their operations without any difficulty, but so far no 
pregnancy has been reported to me. 

The opportunity for salpingostomy is alavays given where aB 
old inflammatory process has produced occlusion of the abdom- 
inal end without destroying the mucous membrane of the tube 
to a large extent or leaving behind pus in or near the tube. 

Resection of the tube I have also practist in extrauterine 
pregnancy where the ovum had developt in the abdominal part 
of the tube. But it seems to me that there is another way of 
dealing with a tubal pregnancy if this should be developt in the 
middle portion, the pars isthmica of the tube—I mean incision of 
the tube with enucleation of the tubal pregnancy—a method es- 
pecially feasible where we have to deal with a tubal mole. Even 
a small perforation of the tube need not necessarily force us to 
do a mutilating operation; the tube can be sutured after the enu- 
cleation and the opening of the perforation can be included in the 
suture of the incision. 

Occlusion at the uterine end of the tube is produced quite 
frequently by small adenomyomas of the tube, but there is only 
one case on record where an operation was performed for such 
an occlusion. This operation was performed by Dr. T. J. Wat- 
kins of Chicago, and I gave the first short notice of it in my pa- 
per on nodular forms of tubal disease (Journal Exp. Med., 1897). 
This operation practically amounts to an end-to-end anastomosis 
between tube and uterus, a salpingo-hystero-qnastomosis. It 
was performed so that the myomatous nodule was excised by & 
wedge shaped incision reaching down into the cavity of the uter- 
us, the tube then being implanted into this opening and retained 
by sutures. The appendages of the other side had been removed 
on account of pyosalpinx. The patient miscarried a number of 
months after the operation, proving thereby that the salpingo- 
hystero-anastomosis had kept patent the communication between 
tube and uterus. 

Artificial abdominal orifices have a very great tendency to re- 
main patulous, in fact, this tendency is so markt that it is the 
cause of many difficulties where it is not desirable to have a tube 
patent. I had the good fortune to observe three cases where the 
appendages of one or both sides had been removed for some rea- 
son by three different operations and where months or years af- 
terwards the uterus had to be removed. In all of these three 
eases the tubal stumps were found patulous (see Am. Gyn. and 
Obst. Journ., January, 1898). I need not dwell here on the im- 
portance of this observation with regard to the formation of that 
very troublesome and very frequent disturbance in the recovery 
of our patients after salpingectomy with the usual technic: 
stump exudates. 

The tendency of the tube to remain patulous in spite of its 
being severed or even ligated has aroused considerable interest 
since operations have been undertaken with a view to bringing 
about sterility by cutting and ligating the tubes. Kehrer of 
Heidelberg (Centralbl. f. Gyn., 1897) was the first to propose this 
operation as a systematical treatment of cases in which pregnan- 
cy would endanger the life of the patient, as for instance in 
women who have had to undergo Caesarian section for contract- 
ed pelvis, ete. The operation had been performed before the 
publication of the paper of Kehrer by a number of men, among 
them myself. In the course of a Caesarian section for osteomal- 
acie pelvis, I severed and ligated both tubes at the request of the 
patient, who did not wish to expose herself to the danger of an- 
other Caesarian section. As long as I could kéep track of the pa- 
tient she did not become pregnant again. This, however, has ot 
been the general experience. Fritsch, for instance (Centralbl. f. 
Gyn., 1897), reports a case where he had cut and ligated the 
tubes in order to bring about sterility, but the patient conceived, 
nevertheless, and gave birth to a child at full term. American 
literature contains three cases where after apparently complete 
removal of the tubes, pregnancy occurred and went to full term. 
These cases are incomprehensible if we do not know that in 
spite of cutting and ligating the tubes they may remain patent. 
The only actual observations of this surprising condition are, 80 
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far, those which I have described in the American Gynecological 
Journal, 

Kehrer’s recommendation of this operation of cutting and 
ligating the tubes was given with the additional direction of per- 
forming it by vaginal celiotomy, as this is a very much easier 
method for the patient than ventral incision. Probably many of 
us would hesitate to recommend this sterilizing operation if we 
had to perform it by ventral incision, as this route involves so 
much greater discomfort, longer confinement to bed and greater 
danger of infection, wound suppuration and ventral hernia, It 
is easy to reach the tubes by vaginal celiotomy, and I have my- 
self performed about 20 salpingostomies by the vaginal route 
without any untoward effects on the patients. In the same way 
artificial occlusion of the tubes can be brought about, the patient 
not being confined to bed for more than about one week. 

But with regard to the observations made on the _ tubal 
stumps after salpingectomy as quoted above, I must say that it 
is not sufficient to cut and ligate the tubes to bring about steril- 
ity. It is necessary to produce firm occlusion, and this we know 
is not always assured by a mere ligature.! The most reliable 
way of producing it is to excise a wedge shaped piece from the 
uterine horn and then to suture so that the muscular walls of the 
uterus are brought together. forming a thick barrier; sewing the 
serosa over the other sutures much as is done in burying the 
first row of sutures in an intestinal anastomosis. This operation 
ean easily be performed by vaginal celiotomy. 


SOME REMARKS ON THE ETIOLOGY OF CYSTITIS IN THE 
FErALE.* 


BY NICHOLAS SENN, M. D., PH. D., LL. D., CHICAGO, ILL. 
Professor of Surgery in Rush Medical College, Professor of Surgery in the 
Chicago Policlinic, etc. 


The great advancement recently made in the prevention and 
more successful treatment of infective surgical diseases may 
be said to be the direct outcome of the vast increase of our 
knowledge concerning their etiology. Surgical bateriology has 
paved the way for rational surgery. 

It is now generally conceded that acute inflammation of any 
tissue or organ is invariably caused by microbie invasion; and 
that all other causes only act by determining or favoring such 
infection. If this be true, it is apparent that the successful 
treatment of cystitis presupposes an accurate knowledge of the 
nature of the microbie origin of the inflammation. Suppura- 
tive cystitis and tubercular cystitis, for example, are so entire- 
ly different in the nature of their bacteriological origin that the 
method of treatment successful in one would almost with cer- 
tainty aggravate the other. 

Inflammation of the bladder is often the result of a mixt in- 
fection; therefore it is of paramount importance m all cases to 
gain accurate information (by bacteriologic examination of the 
urine) concerning the part which each variety of microbe plays 
tn the causation and centinuance of the inflammatory lesion be- 
fore an intelligent and successful course of treatment can be de- 
vised and carried into effect. It is of special importance in the 
successful management of cystitis, and conditions mimicking cys- 
titis clinically, to make a sharp distinction between fhe cases in 
which the symptoms are caused by inflammation and ‘those in 
which they depend upon noninflammatory pathological condi- 
tions. It will be readily seen from what has been said that the 
modern etiologic study of cystitis is based largely on a care- 
fully conducted bacteriologic examination of the urine. The ex- 
ercise of patience and perseverance is often required, as in many 
cases the urine has to be examined repeatedly before the neces- 
sary information is gained. 

I have just remarkt that while all inflammations of the blad- 
der depend primarily upon infection with certain microorganisms 
(as do all acute inflammatory processes) there are other things— 
generally called ‘predisposing causes”—which assist in determin- 
ing or establishing the infection. These predisposing causes do 
one of two things or both: 

1. They effect tissue changes which determine the localiza- 
tion of microbes from the bladder, adjacent organs or the gen- 
eral circulation. ° 

2. They furnish a nutrient medium for the growth and mul- 
tiplication of the microbes. 

Mhe most frequent of ail predisposing causes of cystitis is 
retention of urine from any cause. Abnormally increast mus- 
cular action of the bladder, such as occurs in cases of central 


*Before the Chicago Gynecological Society. 


or peripheral irritation of the nerves which preside over the 
muscular structure of this organ, or in consequence of the ac- 
tion of local irritants, as a stone, foreign bodies, cumors chemic 
or toxic subsfances, is a recognized predisposing cause of inflam- 
mation of the bladder. Abnormal conditions affecting the qual- 
ity or quantity of urine frequently precedes inflammation of the 
bladder, and must also be regarded in the light of predisposing 
causes. Tumors of the bladder, malignant and benign, frequent- 
ly precede and complicate cystitis. A calculus or x foreign body 
becomes a predisposing cause of cystitis by the production of lo- 
cal lesions and vascular changes favorable to the localization 
without is a potent predisposing cause of cystitis. Pressure from 
either direction diminishes the vascularity and nutrition of the 
and srowth of bacteria, which are the essential cause of the in- 
flammation. Compression of the bladder from within and from 
bladder wall, and in this way increases the susceptibility of the 
tissues to invasion by disease-producing microorganisms. Venous 
ig is a local predisposing cause of cystitis. To trauma has 
popes ae for centuries a direct influence in the causation 


The essential or exciting cause of cystitis is invari 
presence and pathogenic action of in the 
the bladder, the seat of inflammation. In the study of etiology 
of cystitis it is important to consider in detail the routes of in- 
fection. U nder the head of exciting causes, then, we must care- 
fully bear in mind that the infection may arise from a zonorrheal 
or other infection of the urethra associated with pus-producing 
microbes; also infection through the urine from above: as well 
as infection through the blood and extension of inflammation 
from adjacent organs. Each must in turn receive proper atten- 
tion in every case until the source of infection be discovered 
and remedies applied for its relief since it is at once apparent 
that it is the height of absurdity to begin the treatment of cys- 
titis without determining and removing the source of trouble. 


It is also necessary that we should adopt a rational classi- 
fication before attempting the study of the etiology, symptoma- 
tology, diagnosis, prognosis and treatment of this ‘disease which 
is so often but an associate of grave lesion elsewhere. We have 
two bases upon which classification has been attempted: (1) The 
anatomic; (2) the pathologic. 


: In the anatomic classification we have pericystitis, paracys- 
titis, imterstitial cystitis and endocystitis. \ 


Under the head of pathologic classification we have catarrhal 
cystitis: suppurative cystitis; ulcerative cystitis; exudative cys- 
titis; exfoliative cystitis. Clinically we may have acute cystitis 
and chronic cystitis; and bacteriologically the following: (1) Baeil- 
lus coli commune infection; (2) saprophytic (mixt) infection; (3) 
staphylococcus infection; (4) streptococcus infection; (5) typhoid 
infection; (6) diplo-bacillus infection; (7) gonocoecus infection; 
and (8) bacillus tuberculosis infection. The bacteriologic classi- 
fication of cystitis is the most modern and certainly the most 
important. It has a direct bearing on the etiology ‘of the dis- 
ease, and suggests to the surgeon the most rational course to 
pursue in its treatment. In long standing and obscure cases of 
inflammation of the bladder, examination is not complete with- 
out examination of the urine with suflicient care and thorough- 
ness upon which to base a correct bacteriologic classification. 
Surgeons must learn to appreciate the value and importance of 
this part of the examination before they can expect material ad- 
vances in the treatment of cystitis. If the surgeon has not the 
necessary knowledge or equipment to make these examinations 
satisfactorily, he should assign this part of his task to a compe- 
tent bacteriologist. 


While in America and England opinions are divided as 
to the advantage to be derived from the use of Murphy’s button, 
in Germany the appliance seems to be extensively employed. At 
the last meeting of the German Surgical Society, Czerny re- 
ferred to 55 recent cases in which he had used it. In 35 of these 
the anastomosis was between the stomach and intestine; in 
three between the gall-bladder and intestine, and in the remaind- 
er it was wholly intestinal. Twenty-nine of the patients were 
suffering from malignant stenosis. The average time at which 
the button was past was twelve days, the earliest being eight 
days and the latest 45. Of the 328 cases thus far recorded of the 
use of Murphy’s button stricture of the intestines has only oc- 
curred in three. These facts are of much interest, but it is 
doubtful whether any statements of the kind will have any ef- 
fect in breaking down the prejudice which exists in certain quar- 
ters against the useful appliance under discussion. 
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INSTRUMENTAL EXAMINATION OF THE BLADDER IN THE 
DIAGNOSIS OF CYSTITIS BY THE URINE SEGREGATOR.* 


BY MALCOLM L. HARRIS, M. D., CHICAGO, ‘ILL. 
Professor of Surgery, Chicago Policlinic. 


This instrument, the “urine segregator,” devised by me, is de- 
signed to collect the urine directly from each kidney stparately. 
It is well known that a correct diagnosis of cystitis is not 
always easy to make. <A patient may have all the subjective 
symptoms of a severe cystitis without the bladder being in- 


ary tract. As the instrument is essentially a urine collector, our 
deductions must depend entirely upon the results shown sd the 
analyses of the urines collected. 


In every case presenting bladder symptoms, before the in- 
troduction of the instrument the urine within the bladder should 
be carefully drawn into a clean receptacle. The pladder is then 
to be cleansed by irrigation, the instrument introauced and fixt 
in position. The little pockets are now once more irrigated by 
a gentle stream of sterilized water, after which the urine i» 
collected just as it escapes from the ureters, without contami- 
nation with vesical products. 


4 


Fig. 1. Instrument ready to introduce into bladder. 


volved at all in the pathologic process. We may even add te the 
subjective symptoms of pain, frequent urination, ete., the pres- 
ence of pus in the urine, as well as decomposed or ammoniacal 
urine, and still find the real pathologic process remote from the 
bladder. 

It is, therefore, absolutely necessary to a correct diagnosis of 
cystitis that we know that the abnormal constitnvents or proper- 


The points particularly to be observed in the analyses are: 

1. The reaction. 

2. The presence or absence of pathologic products, name- 
ly, pus, blood, epithelial cells, bacteria, crystals, ete. 

The reaction of the urine should be taken at once, as sec- 
ondary changes occur sometimes quite rapidly. 
’ If urine taken directly from the kidneys possess a normal 


Fig. 2. Instrument to introduce into rectum (into vagina in 
female) to raise bladder-wall between orifices of ureters. 


ties of the urine have their origin within the bladder itself. Nor- 
mal urine suffers no change in a normal bladder free from mi- 
crobes; hence a comparison of analyses of urine taken from the 
bladder with urine taken directly from the kidneys will at once 
indicate the correct location of the disease. 

The vahie of this instrument then depends not only upon the 


degree of acidity while that from the bladder be alkaline, it is 
very evident that the pathologic process producing the alkalinity 
must reside within the bladder. If urine from the kidneys be 
free from pathologic products while that from the bladder con- 
tain pus, epithelium, bacteria, ete., the involvement of the blad- 
der is unquestioned. 


Fig. 3. Showing two instruments in proper position with sue- 
tion apparatus attacht. 


fact that by its use we are enabled to separate the urine of 
the one kidney from that of the other, but also from the fact that 
we temporarily, as it were, eliminate the bladder from the urin- 


*Abstract of paper read before the Chicago Gynecological So- 
ciety, November 19, 1898. 


In every case of cystitis of any considerable extent the urite 
is modified in its constituents to some degree by reason of the 
changes in the bladder. The great trouble heretofore has been 


found in our inability to definitely locate the origin of the abnor- 


mal constituents found in the urine in the bladder itself. We 
have been unable to say, at times, whether the pus, for instance, 
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had its origin in the bladder or the kidney. By being able to 
temporarily eliminate the bladder from the urinary tract we may 
now assign these abnormal constituents to their proper source. 

By the aid of this instrument we are able to say whether 
the case be one of bladder disease or one of kidney disease, 
or whether both organs are involved and the extent of involve- 
ment of each. Simple, uncomplicated inflammation of the blad- 
der is a condition of great rarity. We depend upon the urin- 
alysis—chemic, microscopic and bacteriologic—together with cer- 
tain etiologic factors, to determine the variety and cause of the 
changes in the bladder. 

This instrument does not displace the cystoscope and vesical 
speculum, as these instruments have a very valuable application. 

Each, however, has its limitations. The urine segregator pos- 
sesses the following advantages: 

1. It collects the urine so that it may be analyzed. 

2. It does this without entering the ureters, thus obviatiug 
the danger of infecting the kidneys. 

3. It not only enables us to differentiate bladder from kid- 
ney disease, but to determine the exact condition and functional 
eapacity of each kidney, which is so essential in all diseases of 
the urinary tract. 

4. Its use is so simple that extraordinary skill is not re- 
quired. 


NON-OPERATIVE TREATIIENT OF CYSTITIS IN THE 
FErALE.* 


BY JAMES H. ETHERIDGE, A. M., M. D., CHICAGO, ILU. 
Professor of Gynecology in Rush Medical College; Gynecologist to the 
Presbyterian Hospital. (Deceast.) 


As Dr. Senn has already pointed out, the main opject in the 
treatment of cystitis is to find the cause of infection and to re- 
move it if still active. Very often, however, the infective trou- 
ble has disappeared by proper treatment or otherwise, leaving 
behind the troublesome inflammation of the bladder, which must 
be met by either medical or surgical measures, or both. In many 
instances, fortunately, relief can be given without recourse to 
operative surgery. 

The therapeutic management of cystitis may be convenient- 
ly divided into constitutional and local. 

The constitutional treatment consists chiefly of the use of 
remedies to increase the functions of the alimentary canal, of 
the skin, of the use of the agents whose action so changes the 
character of the urine that it shall be unirritating to the dis- 
eased organs, and of medicines that can relieve pain and vesical 
tenesmus. Diet also falls under this heading. A soluble con- 
dition of the bowels should be maintained daily by salines, taken 
on the empty stomach, before breakfast. It is of prime import- 
ance to bear in mind that a glass of hot water taken immediate- 
ly after the saline will energize the latter wonderfully, so that 
a diminisht quantity of the drug will suffice. For example, a 
glass of hot water will render one-half or even one-third of the 
dose of Hunyadi water that will otherwise be needed to move 
the bowels, effective and satisfactory. It is a matter of therapeu- 
tic experience that three daily bowel movements contribute to re- 
lieve the sufferings of an inflamed bladder. Diversion of the 
blood current toward the intestinal canal under saline laxatives 
tends to diminish the amount of blood in the walis of the blad- 
der. Two eases of hypercatharsis it women with cystitis, one 
from physic and the other from a poisoned food product, have 
lately occurred in my practice, wherein recovery in one and 
great temporary relief in the other case followed the laxness of 
the bowels without other treatment. The diet of patients af- 
fected by cystitis should be carefully regulated. Milk is the 
most universally used agent. 

For the relief of pain and tenesmus, analgesics are demand- 
ed. Opium is the supreme agent for the relief of vesical suffer- 
ing. It can be used as Dover's powder, with camphor; also, in 
rectal suppositories. It has its drawback, most decidedly, in the 
way of deranging the secretions and excretions. Its chief vbjec- 
tion is the induction of the opium habit. Other agents, as chlor- 
al hydrate and the bromides, very often brimg relief from pain. 


The indications for the medical treatment lie chiefly in the 
reaction of the urine. If the urine is too acid, or very acid. it 
should be alkalinized by proper drugs. If it be alkaline, remedies 


*Abstract of paper read before the Chicago Gynecological 
Society. 


must be given to change such reaction. Remedies can be given 
by the stomach to accomplish these ends; they are too well 
known to require mention. The second subdivision of the reme- 
dies used internally in cystitis is the class called germicidal 
agents. Their name is legion. Many of them have been used 
for generations. The older germicidal remedies inude creosote, 
used especisily where tubercle bacilli are found, cubebs, copaiba, 
oil of sandalwood, tar water, uva ursi, buchu, sodium salicylate, 
pareira brava, and the sulphocarbolates. Under this division 
come the balsams and the terebinthinates. These remedies are 
nearly all old, but they are reliable. 


Perhaps of more importance than these are the remedies for 
local use in the bladder. Before using medicines in the bladder, 
this viscus must be washt out with a normal sterilized salt solu- 
tion, a dram to the quart, or with a saturated somtion of boric 
acid. I must say that I now use the latter wholly. The injec- 
tion must be small in amount, usually an ounce or two in se- 
vere cases, and given slowly. The selection of the remedy for 
intravesical application depends somewhat upon what the urin- 
alysis reveals. In all cases of simple cystitis the sovereign reme- 
dy is silver nitrate .1 to .5 per cent solution. In obstinate cases 
this is one of the most reliable agents in strong solution, say 
twenty grains to the ounce. Of this five or ten drops only are 
used at each injection. The smallest amount should be used at 
first, larger ones later. Its use is not very painful; only ex- 
ceptionally is it so. One to three or four drams can finally be 
used. At first it can be used once in two days; later, daily, till 
its further use can be discontinued. Simultaneously with its 
use, needed remedies by the stomach must be given for acting on 
the urine. 

The local treatment of the bladder should be performed with 
complete antiseptic precautions. The first thing done should 
be to thoroughly asepticise the external parts (vulva, meatus, 
ete.) and then wash out the bladder as completely as possible 
with saline solution or with a saturated solution of borie acid. 
In the majority of cases of cystitis this line of daily treatment 
is sufficient. When no improvement occurs m ten or fourteen 
days, the mild solution of the silver nitrate can be used with 
every expectation of a successful issue. Many physicians use 
this agent to begin with, claimimg that since silver nitrate is 
the chief of all remedies for inflammation of mucous membranes, 
days of time may be gained by commencing all treatment of cys- 
titis by the use of it. Such a claim sounds well, and I must 
confess, seldom disappoints the physician. Cases that resist all 
local and general treatment combined fall under the surgeon’s 
hands. 


An article on “Impotence,” in Medical Progress, by Dr. 
Thomas Bassett Keyes, Professor of Suggestive Therapeutics in 
Harvey Medical College, Chicago, declares that the most fre- 
quent cause of impotence is dilation of the veins of the penis, 
generally of the dorsal; also variocele. As the operation on the 
dorsal veins of the penis is not a common one, it is best to de- 
scribe here. There are two operations, everything being made 
antiseptic, one consisting in making an incision about two inches 
long in the median line above the pubes through the skin and 
superficial fascia. The veins emerging from the penis are _ se- 
cured and ligated in two places and cut. In some severe cases 
this is the best operation, but the choice for the average case 
will be found in the following procedure: The largest of the 
superficial veins of the penis is taken up between the finger and 
the thumb, a needle threaded with a silk is past through the 
skin and under the vein, the needle is re-entered at its outlet and 
past back beneath the skin, but over the vein, thus forming a 
loop around it when it is tied tightly. This should be done in 
two places on the same vein. It is not generally necessary to 
tie more than one vein. It is a bloodless operation and no gen- 
eral anesthetic is necessary. 


The Canadian Journal of Medicine and Surgery relates the 
following case, which occurred in the observation of Dr. Wm. F. 
Waugh, Professor of Practice in the Illinois ‘Medical College, 
Chicago: A prominent citizen was seized with gallstone colic in 
an Eastern city. The doctors gave a hypodermic injection of 
morphine—no effect; another—no effect; double the dose—no ef- 
fect; again doubled it—and just then the calculus shot out of 
the mouth of the gall duct into the duodenum, the antagonistic 
effect of the pain was suddenly removed, the whole force of the 
morphine was at once manifested, and the patient died, narco- 


tized. 
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EDITORIAL. 


Chicago is the ideal place to practice medicine. While it is 
true that the medical profession is greatly overcrowded (as where 
is it not?), and the struggle for existence is thereby rendered 
severe, yet the petty bickerings and trifling professional differ- 
ences do not become apparent to the outside world, if they ex- 
ist at all; if quarrels occur they are kept strictly private so the 
profession at large receives the impression that only the vest of 
feeling exists among the medical men of that great city. 


This is as it should be. The tendency to rush into print 
(the public press) to air one’s grievances, fancied or real, has be- 
come a deplorable habit on the part of many prominent physi- 
cians and surgeons of some other large cities; by which our pro- 
fesional standing has been greatly lowered. Whatever faults 
Chicago doctors may have, they (have not been paraded before 
a critical and credulous public. And the profession there has 
benefited from this abstinence. 


Of equal importance, the daily papers of Chicago have not 
been, with a few glaring exceptions, used to parade the doings of 
great (?) surgeons, with illustrated reports of wonderful opera- 
tions, ete. In other words, the surgeons who attempt to gain 
the attention and the dollars of the dear public by tales of mi- 
raculous work without a corresponding outlay of cold cash for 
advertising are not so numerous there as in some of her less 
fortunate sister cities. Which is also creditable. 


Further, whatever may be the personal prejudice of prom}- 
nent physicians of Chicago against their fellow practitioners 
they keep their opinions to themselves when away from home, 
‘speaking only of the good work done by their competitors. As 
a result of this plan of commending ratber than deprecating, of 
reciting excellent ends attained rather than giving an epitome 
of mistakes committed, the general estimate of the capabilities 
of the medical men of Chicago has become a high one; so that 
to-day the judgment of the average doctor—at least he of the 
Great West and South—is that in no other place on earth may be 
found so many truly great medical men as in the City by the 
Lake, 


In the line of surgery and gynecology, at all events, this val- 
uation of ability is probably not far from correct. It is doubtful 
if there is anywhere else upon earth a body of men so thorough- 
ly capable of good work, so carefully prepared by hard study, so 
completely rounded out by experimental research and original 
investigation and so skillful by reason of long practice and keen 
observation of the work of otbers, as that made up of the sur- 
geons and gynecologists of the city of Chicago. This is not flat- 
tery—it is not mere compliment; it is the truth, from the stand- 
point of one who has studied the methods of the most celebrated 
men of Burone and America. And the general reputation of 
these men depends as much upon their ability and willingness to 
speak a good word for their friendly rivals as in their own ca- 
pacity for movlern, scientific, successful work. 


A curious feature of Chicago (medieal life is the willingness 
of the doctors to impart their knowledge to others. According 
to the catalogs issued in 1898, there are in that city 572 men who 


hold full “professorships” in colleges of acknowledged good 
standing—not to mention those in ill repute; 828 who are “iu- 
structors, assistant professors and demonstrators;” and 96 other 
than these who are clinical workers in college dispensaries! <A 
total of 9Y6 engaged in active college work! Yhere can be no 
question that nowhere else on this globe can a showing one- 
fourth as great be made. ‘Truly Chicago is to be the great ‘“med- 
ical center” of the world. 

What is of more importance to the medical world at large 
than this tendency to lecture is the propensity of Chicago men to 
write—copiously and well. ‘hey write buoks which at once 
become standard authorities. They write articies for medical 
journals that are quoted throughout the world. They discuss es- 
says in such a masterful way that the proceedings of their 60- 
cieties are read with avidity and quoted with approval where- 
ever the Emglish language is spoken. A dozen men there are 
who attract attention wherever they go by the magic of their 
names; great names; scores there are of others almost as good, 
almost as great—deserving men and enthusiastic; workers of in 
tensity and of earnestness; toilers who will soon also become 
known in every land. ‘Truly Chicago IS a great medical center, 
and the end is not yet. 


The announcement is made that the editorial mantle of the 
late lamented Humilton has fallen upon Dr. Geo. H. Simmons, 
of Lincoln, Neb., the ‘Trustees of the Journal of the American 
Medical Association having elected”him editor of that great pub- 
licution. The Trustees have acted wisely. Dr. Simmons has 
for some years been the editor and publisher of the Western 
Medical Review, of Lincoln, and bas made it a most interesting 
periodical—above all other things clean and ethical—a journal of 
which Western men have been proud. He thus brings to the 
editorial chair of one of the greatest medical journals of the 
world a ripe experience and an inclination toward the right 
which will make him at once popular with the rank and file of 
the members of the association which owns, and in a measure 
controls, this weekly. Under his management it will undoubted- 
ly maintain its present high rank and it is to be hoped that it 
may do a great work in unifying and uplifting the medical pro- 
fession of this country. With his necessary change of location 
Chicago will gain a valuable citizen and the ranks of gyne- 
cology a careful, conscientious worker. 


Readers of this journal will remember the fight made some 
months ago against the appearance of the advertisement of the 
J.C. Ayer Co. (proprietors of the “great family medicine,” Ayer’s 
Cherry Pectoral, ete.) in medical journals formerly reputable; 
some of the more observent ones may have noted the simulta- 
neous disappearance of the advertisement of Parke, Davis & 
Co., of Detroit. In reply to numerous inquiries as to the reas- 
on for discontinuance of the advertisement from a journal of as 
large and growing circulation as this no satisfactory answer was: 
ever made. The Cleveland Journal of Medicine for February, 
1899, prints the following item: “Mr. C. B. Kirkland, the ge- 
nial and courteous advertising manager of Messrs. Parke, Da- 
vis & Co., has accepted a position with the J. C. Ayer Company.” 
“And there you are!” Verily the ways of advertising mana- 
gers are past finding out. 


It is a matter for regret that the Philadelphia Medical Jour- 
nal finds itself in such bad, tinaneial condition that it is forced to 
discontinue its exchange list. That a journal of such sterling 
worth as this excellent weekly should be so “hard up” that it 
eannot afford to exchange with other journals is a sad surprise 
to those who predicted unlimited success under tne careful edi- 
torship of such an able writer as Dr. George Gould. It is to be 
hoped that by the end of 1899 under the skillful management of 
Mr. H. D. Reynolds it will have gained sufficient financial sup- 
port to enable it to go back to the pleasant as well as profitable 
plan of exchanging with other journals. 


The Tri-State Medical Society of Iowa, Illinois and Missouri 
meets at Quincy, IL, April 4 and 5, 1899. The following excel- 
lent program has been prepared by the efforts of its officers: 
President C. E. Ruth, of Keokuk, and Secretary J. W. Fowler, 
of Dubuque: 

FORBENOON SESSION—FIRST DAY. 

A. S. Mackey, Louisiana, Mo.—Tachyeardia, Paroxysmal. 

J. M. Ball, St. Louis, Mo.—A Case of Brain Tumor Present- 
ing Chiefly Ocular Symptoms. 

R. M. Lapsley, Keokuk, Ia.—Glaucoma. 
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F. A. Boucher, Marshalltown, Ia.—Diseases of the Nasal Sin- 
uses and Middle Ear as Seen in La Grippe. 
O. F. Pile, Memphis, Mo.—La Grippe. 


AFTERNOON SESSION—FIRST DAY. 


A. E. Prince, Springfield, I1]—Treatment of Adenoids and 
Turbinated Hypertrophies. © 

J. C. Murphy, St. Louis, Mo.—Treatment of Endometritis. 

M. B. Ward, Kansas City, Mo.—Indications and Contra-Ln- 
dicaitions for Hysterectomy in Uterine Fibroids. 

Henry T. Byford, Chicago, I1].—Curative Action of Ergot 
upon Certain Uterine Myomas. 

¥F. B. Dorsey, Keokuk, Ia.—Uterine Fibroma. 

O. B. Campbell, St. Joseph, ‘Mo.—Uterine Fibroma. 

J. J. Brownson, Dubuque, Ia.—Suprapubie Lithotomy. 

H. Martin, Chicago, I1).—Treatmentt of Retroversion of the 
erus. 

Jos. B. Bacon, Chicago, Ill.—Results of Neglected Cases of 
Cervical Laceration. 

D. F. Monash, Des Moines, Ia.—Early Surgical Interference 
per Vaginam {in Pelvic Inflammation. 

O. B. Will, Peoria, I1.—Some Uses of Actual Cautery in 
Gynecological Therapeutics. 

Francis Reder, St. Louis, Mo.—Abdominal Incision and Su- 
ture. 
T. J. Maxwell, Keokuk, Ia.—Some Uses of Esmarch’s Band- 
age. 

Emory Lanphear, St. Louis, Mo.—The Latest and Most Suc- 
cessful Treatment of Tetanus. 


EVENING SESSION—FIRST DAY. 


President's Address—C. E. Ruth, Keokuk, Ia. 

A. W. Williams, Quincy, Ill.—Strangulated Hernia—A Suc- 
cessful Operation on a Patient Eighty Years of Age. 

‘A. H. Cordier, Kansas City, Mo.—Diagnosis of ‘Surgical Dis- 
eases of the Kidneys. 

Lewis Schooler, Des Moines, Ia.—Movable Kidmey. 

A. H. Ferguson, Chicago, Ill—Decapsulization of the Kidney 
for Special Pathological Conditions. 

A. H. Meisenbach, St. Louis, Mo.—Bone-spltting—A Conserv. 
ative (Measure in the ‘Surgery of 'the Hand and Foot with Report 
of a Case. 

Geo. F. Hulbert, St. Louis, Mo. 

Edw. Borck, Red Bud, 11).—Treatment of Fractures of the 
Thigh. 


MORNING SESSION—SECOND DAY. 


C. H. McGee, Unionville, Mo.—Esophagotomy. 

J. F. Herrick, Ottumwa, Ia.—Nerve Exhaustion. 

S. K. Davis, Libertyville, Ia.—Self-Intoxication. 

¥. B. Hiller, Kahoka, Mo.—Dietary of Infancy. 

Geo. P. Neal, Ft. Madison, Ia.—Professional Perplexities. 

W. B. LaForce, Ottumwa, Ia.—Bacteriology of the Female 
Genital Tract. 

M. S. Marcy, Peoria, I1l—Unrie Acid and Its ‘Serious Results 
When Not Eliminated. 

J. E. Parrish, Memphis, Mo.—Status of Typhoid Fever. 

H. A. Leipziger, Burlington, Ia.—Gangrene from Carbolic 
Ad@d. . 

John Punton, Kansas City, Mo. 

A. J. Ochsner, Chicago, I1].—Surgical Treatment of Habitual 
Criminals. 

W. H. Mitchell, Lancaster, Mo.—Application of Cold Water 
to Allay Persistent Vomiting. 


ABTERNOON SESSION—SECOND DAY. 


J. H. Coulter, Summittsville, la—Tuberculosis Treated with 
Large Doses of Creosote. ° 

Ir. M. Fuller,, Keokuk, Ia., City Mortality Statistics and 
What They Should Teach Us. 

Elmer Lee, New York, N. Y.—Pneumonia. 

J. T. Lambert, Farley, lowa—Pneumonia. 

John S. Pyle, Toledo, Ohio—Pneumonectomy, Its Possibilities 
as the Future Treatment of Incipient Pulmonary Tuberculosis. 

Bayard Holmes, Chicago, Ill. 

D. C. Brockmau, Ottumwa, lowa—Gall Stones. 

J. R. Hollowbush, Rock Island, lll.—Surgery of the Gall 
Bladder. 

J. I. Skelly, Pekin, Il.—Enterorrhaphy. 

H. C. Markham, Independence, lowa—Intestinal Constipation 
amd Its Etiologic Effects. 

Byron Robinson, Chicago, Ill—Pelvic Reflexes, Abstract. 


| are incorporated in its capsule, and subsequently give rise to @ 


J. F. Percy, Galesburg, I1l—Some Remarks on Appendicitis. 

R. H. Turner, Canton, Mo.—Puerperal Eclampsia. 

T. B. Ellis, Bethany, Mo.—Melano-Sarcoma with Report of a 
case. 

Jacob Geiger, St. Joseph, Mo. 

A most cordial invitation is extended to all reputable prac- 
titioners of medicine to attend this meeting. 


Chicago men themselves recognize that their city is great— 
from a medical standpoint; which of itself is an element of great- 
ness. Dr. Byron Robinson, Professor of Gynecology in Harvey 
Medical College, in a recent communication to the Medical 
Fortnightly, says: ‘New York as a medical center is forever 
gone. The medical center is now Chicago, because of its rall- 
ways, accessible location, and’ because of its numerous post- 
graduate schools, its progressive physicians and its vast clin- 
ical advantages. The post-graduate schools have also done a 
vast amount of harm, by giving a little (dangerous) knowledge 
to bold and unscrupulous physicians, who after a few weeks’ 
instruction return to their small towns to begin a cruel reign of 
wicked surgical depredation. Many of the operations have beer 
more than useless to the patients; reckless invasion of rights 
by the doctor, and sadly immoral for the public, especially in the 
field of sexual organs, which dominate the mind and Influence 
action.” In all of which “there is more truth than poetry.” 


‘An important step has been taken by the Northwestern Uni- 
versity Medical School of ‘Chicago in that the yearly course has 
been changed from one of two semesters to one of four semes- 
ters of twelve weeks each, commencing the first of July, October, 
January and April. Three semesters will be required to make 
“one year” of school-time; the other semester will be optional 
The number of regular students will be limited to one hundred, 
twenty-five in each class. They will be admitted to competitive 
examination for place in class, only after having complied with 
the requirements of the State Board of Health. Dr. Marie J. 
Mergler has been elected dean in place of Dr. I. N. Danforth, 
resigned. 


Many surgeons and gynecologists have hesitated about using 
alcoholic stimulants in their practice on account of the sup- 
posed danger of causing the “drink habit.” It is, therefore, @ 
comfort to read in Dr. T. D. Crothers’ excellent Journal of Ine- 
briety (and no one on earth is better authority on inebriety than 
the genial Crothers) that: ‘To talk of alcohol as the sole specific 
cause of inebriety is a mistake that reflects on the powers of 
observation of a medical man. In almost any circle of life facts 
to the contrary can be found. Inebriety is a disease of degenera- 
tion involving and depending on many and most complex causes, 
and not alone on one single drug like alcohol.” 


SURGICAL NOTES. 


Dr. G. Frank Lydston, Professor of Genito-urinary Surgery 
in the College of Physicians and Surgeons of Chicago, recom- 
mends a ten per cent solution of antipyrin as a local anesthetic, 
especially useful in urethrotomies, or as an adjunct to cocaine, 
of which latter a very small amount will then be necessary. He 
thinks there is less danger of constitutional effects and of reac- 
tionary hemorrhage. 


A case of sarcoma of the kidney in an infant of nine months, 
with operation, was reported to the American Pediatric Society 
last year by Dr. Frank S. Churchill, of Chicago. The child was 
apparently well up to the third month of life, when it was no 
ticed that the abdomen on the left side was beginning to swell. 
This continued, and was especially rapid in the last few weeks. 
A diagnosis of sarcoma of the left kidney was made. The prog- 
nosis was, of course, unfavorable, but at the earnest solicitatiom 
of the parents an operation was done. The tumor after removal 
weighed over three pounds. The chief interest of these malig- 
nant tumors of the kidney in children, said Dr. Churchill. centers 
in their etiology. The view generally accepted at present is that 
of Cohnheim, that they are of congenital origin, and due to mis- 
placed embryonic tissue. He supposes that in the development 
of the kidney, embryonic cells from the surrounding structures 


new growth. In the discussion, Dr. A. Jacobi, of New York, 
said these tumors, or rhabdomyomata (containing striated mus- 
cular fibers) were very rare. The first case was published twen- 
ty years ago. Between that time and 1884, when he presented 
a@ paper on the subject before the Copenhagen Congress, five or 
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six such rhabdomyomata had been observed. At that time he 
had collected some forty cases. That was the first time a differen- 
tial diagnosis between sarcoma and carcinoma of the kidney had 
been made. One diagnostic point of importance was that in sar- 
coma the urine in SU per cent of the cases did not contain any 
blood or any kidney elements. There was no nephritis. There 
is blood in a large percentage of cases of carcinoma. Another 
point of interest in this case was that the child died so early. 
They usualy live two, three or four years. In 1884 the doctor 
collected cases that had lived nine, eleven and thirteen years. 
The abdominal glands are generally not affected, which was the 
reason the cases could live so long. 


‘Dr. Christian Fenger, Professor of Surgery in the North- 
western University Medical ‘School, Chicago, has an excellent 
article in Annals of Surgery, June, 1898, on surgery of the bile 
ducts. As he thinks it is impossible, clinically in all cases, to 
separate the common duct from the rest of the bile ducts, he re- 
fers chiefly to the surgery of the common duct. The causation 
of pain or biliary colic is due to one of three factors: (1) Incar- 
ceration, with contraction of the wall of the duct around the ob- 
structing stone; (2) inflammation of the wall of the duct; (8) re- 
tention of bile behind an obstruction. <A point of interest in 
the differential diagnosis is the question whether the shape of a 
given gallstone past by the bowel “gives any clue by which its 
former seat in the biliary tract may be located, and, if so, where 
might one expect to find more stones. He says it has been ob- 
served that stones with facets, pyramidal stones, come originally 
from the gall bladder; stones with two parallel facets and bar- 
rel-shaped stones are commonly from the ducts, where they lie 
in a single row; while spherically-shaped stones with no facets, 
only single, and either large or small, may occur anywhere; tho 
when multiple they often come from a dilatation of the com- 
mon duct. Exceptions, however, have been observed, as in the 
ease reported by the author in this paper, in which all the bil- 
iary passages were filled with pyramidal stones. It is impossi- 
ble, clinically, to differentiate diseases of the gall tracts caused 
by stones from those caused by bending or valve-formation of 
the ducts. He does not agree with those who advise abandon- 
ing the operation of cholecystostomy in two stages; he claims the 
advantages of the two-stage operation to be (1) that it is a surer 
preventive of infection of the peritoneum, especially when the 
operation is for a suppurating gall bladder; and (2) that simple 
drainage of the gall bladder not only allays the symptoms, but 
brings about a change in the pericystitis, whereby the hard and 
infiltrated adhesions become softer and more pliable, so that, 
at a later operation, the isolation of the bile ducts, without 
rupture of the gall bladder and intestines, is rendered possible. 
Two cases have been observed by Fenger in which there was 
displacement of the gall bladder and of the entire liver, due to 
firm adhesions to the parietal wall. Lateral displacement neces- 
sitates prolongation of the longitudinal incision, while upward 
displacement requires resection of the costal cartilages. As in 
operations executed in the early stages few complications are 


136 AMERICAN JOURNAL OF SURGERY AND GYNECOLOGY. 


liable to be encountered, it is advisable, in all cases, to urge early 
operative interference. In cases with remittent attacks, he ad- 
vises that, as in recurrent appendicitis, the operation should be. 
performed in the interval of rest, at which time the adhesions | 
are less rigid and edematous and the microbes less active. As 
an aid in detecting stone after the common duct has been op- 
ened, the author recommends the flexible metal probe, made of 
spiral wire. With this instrument, not only is the click felt 
when the probe strikes a calculus, but, what is of greater impor- 
tance, should a part of the probe glance by a calculus, a grating 
sensation is felt, from the contact of the stone with the uneven 
surface of the probe. ‘The prognosis of choledochotomy, as of 
all operations of the ducts in general, is improving, the mortality 
varying from 18 per cent down to 6.6 per cent in the hands of 
competent operators. 


| 


Dr. BE. C. Dudley, Professor of Gynecology in the Northwest- 
ern Medical School, Chicago, declares (Medical Mirror) that a 
very large proportion of the women who formerly crowded the 
reception rooms of the gynecologist for intra-uterine and other 
local treatment should be treated by medical or surgical means 
or by both. If they do not present well defined indications for 
surgical trea‘ment they should, in a vast majority of cases, be 
referred to the field of internal medicine. The legitimate field 
for routine topical application in gynecology is limited. 


In cases of menorrhagia in young girls the rule is to examine 


for evidence of recent abortion, as that is the most frequent 
cause. But it should always be remembered that obstinate con- 
stipation with fecal accumulation plays an important part as a 
causative factor in the production of menorrhagia, not only from 
«a mechanical, but also from a toxic point of view. The reten- 
tion of ptomaines, derivatives of putrefaction, nitrogenous 
compounds, phenofs, indol, skatol, ete., remaining in the intes- 
tine induce stercoremia, which is a prominent cause of hemor- 
rhage. In such instances the physician must therefore direct 
special attention to combating constipation in all cases. 


One of the most forceful writers of the day in the field of 
diseases of women is Dr. Henry P. Newman, Professor of Gyne- 
cology in the Chicago Clinical School. In a paper lately publisht 
he remarks (for instance) that “we are coming to a period of 
transition in the practice of surgical studies on the cure and 
prevention. Preventive medicine, hygiene, sanitation and so- 
ciology are now popular themes for medical societies. Philan- 
thropy has taken the cue from medicine and is attempting to 
form a citizen rather than reform him. I wish to emphasize the 
fact that we are uot dealing with the cold science of our art, 
but with the highest of human interests. The amount of igno- 
rance in the average woman of nature’s requirements is appall- 
ing. Woman’s sphere has lately widened until now it is as wide 
as man’s. Has she equipt herself for this race intelligently? 
Look at the average woman in the cities; the average stenog- 
rapher, saleswoman, the business woman; do they not daily out- 
rage their bodies by compliance with the dictates of fashion in 
food, dress and habits? The tendency of gynecologists to en- 
ter surgery is to be deprecated. It narrows his opportunities. 
(He had better stay attacht to obstetrics and pediatrics. A wo- 
man‘s generative organs should not be doomed because she has 
needed to visit the gynecologist. .A good diagnostician must 
know as much about women as about disease; as much about 
environment and social and domestic relations as about pelvic 
lesions. As specialists we must recognize and exercise the im- 
portant interests in a medical science which will prevent rather 
than cure a disease. As we know what can be acquired may 
be prevented, hence we as specialists should lead in the reform 
of those conditions which are detrimental to the health of wo- 
man.” 


Speaking of operative measures for the cure of pruritis vul- 
vae, Dr. E. C. Dudley, Professor of Gynecology in the North- 
western University of ‘Chicago, says (Peoria Medical Journal, 
January) that when all apparent causes have received due at- 
tention and the disease has resisted all other treatment operative 
interference may become necessary. . Saenger’s conclusions on 
this point are based upon experience, and deserve attention. He 
fays: (1) The partial or total extirpation of the vulva is a le- 
gitimate operation that should often be performed in chronic, 
otherwise incurable, pruritis vulvae, which he calls vulvitis 
pruriginosa. (2) The removal also of the glans clitoridis, es- 
pecially in elderly women, is permissible. Its nerve terminations 
have usually lost their specific sensibility by reason of the dis- 
ease. (3) In younger individuals, if the irritation is circum- 
scribed, one may try to give relief by a partial operation with- 
out removal of the clitoris. (4) In elderly women, when the dis- 
order is extensive, the whole vulva should be extirpated and the 
parts repaired by a corresponding plastic operation. 


Dr. C. S. Bacon, Professor of Obstetrics in the Chicago Poli- 
clinic, regards adhesions of the female prepuce as not uncom- 
mon. ‘He claims that they have a pathological significance, and 
raises the question whether the condition should not be attend- 
ed to in children by freeing the clitoris in all cases shortly after 
birth. The manifold nervous troubles following preputial adhe- 
sions in the male, such as masturbation, convulsions, enuresis, 
chorea, epilepsy, ete., are well known, yet the role played by a 


| similar condition in the girl is generally overlookt. The irritat- 
ing effects of preputial adhesion, though common in very young 


girls, and even in infants, may sometimes be found in older 
girls, and single and married women. Two factors are present: 
(a) An irritable condition of the terminal filaments of the pudic 
nerve; and (b) an unstable or irritable condition of the nervous 
centers. Hence, neurotic and not phlegmatic individuals are 
the ones who will be found affected. 


Since its removal to Charlotte, the North Carolina Medical 
Journal has become the most beautifully printed (as well as one 
of the best edited) journals of the South. Drs. Gibbon, Jewett 
and Wakefield are once more to be congratulated. 
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ADVERTISING RATES FOR 1899. 
1 year. § mo. 3 mo. 
One-half Page................. 280 00 150 00 80 Ou 
One-fourth Page............. 150 00 80 00 50 00 
One-eighth Page............. 80 00 50 00 30 06 
One 200 00 120 00 70 00 


Four inches, single col... 100 00 60 00 40 00 
Oneinch, singlecolumn. 30 00 20 00 15 00 


HEALTHFUL FOOD AND HAPPINESS 


The Autocrat of the Breakfast Table 
said that “true happiness is four feet 
on the fender before the fire.” Delight- 
ful as such an experience is, healthful 
food and good digestion is absolutely nec- 
essary to secure the fullest measure of 
earthly happiness. Both animal and 
vegetable life are dependent for healthy 
growth and development upon proper nu- 
tritive elements suited to and adapted 
to their respective needs and require- 

ents. The character and quantity of 
food, the time and manner in which it 
is eaten, will have a marked influence 
upon the man, his disposition, courage 
and mental ability. If the farmer by 
continuous crops has robbed the soil of 
the natural chemical nutrient elements 
needed in the growth of the expected 
harvest, the return for the husbandman’s 
labor will be disappointing and unsatis- 
factory. The student, artisan, and me- 
echanic, to do perfect work in their re- 
spective department, must have the best 
nutritive food, a healthy digestion and 
the most approved tools. 

In the last few years great attention 
has been paid by scientists, biologists and 
social economists to practical questions 
about foods, which affect the happiness, 
healthfulness, longevity and general wel- 
fare of the human family. The atten- 
tive study of these questions has brought 
to the notice of the general public 4 
great variety of appetizing, nutritious 
cereals, as well as a mass of most valua- 
ble information. It is a fact long known 
but too little recognized in actual prac- 
tice, that in the manufacture of Super- 
fine White flour, fully 18 per cent of the 
muscle making, nerve sustaining nutri- 
ments are eliminated and excluded, thus 
reducing the normal value and strength- 
giving powers of the products of 82 per 
cent, while were the flour made from 
the whole wheat, as seems intended by 
the Creator, the standard would be 100, 
the unit of perfection. 

This waste of 18 per cent, which is 
entailed in the process of manufacturing 
white flour, seems insignificant, but the 
Tesults become startling when we re&a- 
lize that the loss in the food giving pow- 
er of 600,000,000 bushels of wheat esti- 
mated as grown in the year 1898, 


*Of this 0.98 pounds is phosphoric acid. 
+Of this 0.45 pounds is phosphoric acid. 


amounts to the positive destruction of 
108,000,000 bushels of valuable food- 
bearing nutriments. When we consider 
that this impoverishment of food pro- 
duct is just 18 per cent loss of life-giving 
power to humanity, the reSults seem start- 
ling in the extreme. If these statements 
are correct, the waste of a few years be- 
comes an important factor, for the rea- 
son that it affects not only the brain and 
muscle of the active working force of 
the world, but the children who are weak- 
ened and illy matured by eating bread 
made from depreciated white flour, from 
which the phosphates and other nutritive 
elements of the wheat have been re- 
moved in the process of manufacture, 
thereby reducing its tonic value as muscle 
maker, and brain and nerve force fully 
18 per cent from the standard of 100 as 
fixed by the Creator. 


These facts are plainly seen by the fol- 
lowing table, which shows by careful 
analysis the comparative values of a 
standard barrel (196 pounds) of each 
variety of flour. 


Dr. Cutter of Harvard University saiu 
in The American Weekly: “The gluten of 
cereal foods is their nitrogenized element, 
which is their life-sustaining value, and 
this in the white and foolishly fashion- 
able flour, is almost entirely removed, 
while the starch, the inferior element, is 
left behind and constitutes the entire 
bulk and inferior nutriment of such 
flours. To use flour from which the 
gluten has been removed is almost crim- 
inal.” 

The Franklin Mills, Lockport, N. Y., 
are making a fine flour from the entire 
wheat which contains all the elements of 
nutrition needed to build up and sustain 
every part of the human system and thus 
preserve it to a ripe old age.—From the 
New York Evangelist. 


MAL-NUTRITION. 


I am sure the IMEPERIAL GRANUM 
FOOD was an efficient agent in restoring 
the health of a baby boy recently under 
my care. He was suffering from mal- 
nutrition with a most persistent diarrhea. 
Many foods were tried and discarded, 
and I was beginning to lose heart, when 
I happened to think of the IMPERIAL 
GRANUM. Its use proved it to be very 


easily assimilated, and I THINK IT - 


SAVED THE BABY’S LIFE.”—M. D. 


THE DOCTORS’ ACCOUNTS. 


To a growing extent the practice of a 
physician is being conducted along the 
lines followed by other business enter- 
prises. Better equipment not only in 


skill, but in the many mechanical appli- 
ances, is the order of the day. 

Perhaps in no part of the physician's 
practice, however, has improvement been 
more necessary than in the systematic 
care of his accounts. Permittiug them 
to run beyond a reasonable time is now 
the exception. Formerly this was rather 
the rule. The new way will commend 
itself to progressive practitioners. The 
methods employed in collecting is an im- 
portant consideration. The busy man 
can do little himself in the matter, except 
with current accounts. Indeed, on the 
long overdue bills his appeals for settle- 
ment meet with little response. It is 
with these that he needs nelp, and per- 
haps no other means which he can em- 
ploy will serve his purpose so well as a 
good agency. 

The United States and Canada Mer- 
cantile Agency, whose card appears in 
our advertising columns, seems to be 
most in favor, being long estaplished, 
thoroughly reliable and from the testl- 
mony of physicians, can collect without 
recourse to law or giving offense. 


LOCAL TREATMENT. 


The local treatment of disease of the 
vagina, os and cervix uteri is of the ut- 
most importance to prevent the exten 
sion of the disease, and the necessity for 
-important internal medication and se- 
rious operative measures. An _ article 
which has been used with much satisfac- 
tion in the local treatment is MICAJAH’S 
MBEDICATED UTERINE WAFERS. 
For full literature and liberal samples, 
address Micajah & Co., Warren, Pa.— 
Philadelphia Medical Council. 


SANMETTO in General Naso-Pharyn- 
geal and Bronchial Catarrh, Complicat- 
ed with Gastro-Intestinal Catarrh— 
Also in Hypertrophy of Prostate, Dy- 
suria and Painful Micturition. 

I have used Sanmetto in my own ease, 
i. e., general naso-pharyngeal and bron- 
chial catarrh, with the invariable compll- 
cation in all such cases, gastro-Irtestinal 
catarrh, with the very best results, and I 
frequently prescribe it in such cases with 
the most satisfactory results. I ure it 
in all cases of hypertrophy of the pros- 
tate, dysuria, difficult and painful mle 
turition, and such as need to have the 
genital tract braced up, with the very 


best results. 
J. B. DUNCAN, M D. 
Bedford, Ind. 
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@AMEDICAL DEPARTMENT 0. THE UNIVERSITY OF ALABAMA.<D 
ulars and Journal write to the The thirty-third session began October 10, and continues six calendar months, 
United States and Canada Mercantile Agency Every facility offered for thorough medical instruction. Large and commodious 
Established 1882. _ Caxton Building, CHICAGO. college building. Splendidly equipped laboratories. Clinical facilities ample. 

Spacious lecture rooms and magnificent museum. Delightful winter climate. 
For further information or catalogue, address 
GEO. A. KETCHUM, M.D., Dean, 
7 N. Conception Street, Mobile, Ala. 


AND LOUISVILLE COLLEGE OF DENTISTRY. 
Medical and Dental Department of the Central University 


"“tihivartie PHYSICIANS Make Your Own Compound 


ooonee course. New College Building and Hospital. Laboratory ar + «nice Syrup of the Hypophosphites by using Ralph’s Concentrated Hypophos- 
Facilities unsurpassed. phites. One pint bottle costs, net, $2,00 One pint added to one gallon of 
For catalogue and information, address F Simple Syrup makes nine pints of finished Compound Syrup of Hypophos- 

P. RICHARD TAYLOR, M. D., Dean, phites, each fluid drachm of which will contain 1-64 gr. of Strychnia, together 

229 W. Chestnut Street, Louisville, Ky. with Hypophosphites, Iron and Quinine. This Syrup, when finished, you will 

find equal to any make. It will not mold, sour or precipitate. Sold by the 


9 
Dr e Hor ace Ward ners Sanatorium, Drug trade everywhere, or sent direct (express paid), on receipt of price, 
Address John D. Park & Sons Co., Cincinnati, Ohio, Sole Agent ,for the U.S.A, 
La Porte, Ind. 
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Arestfal home. All the modern improvements. Variety of | V FE R S 
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Sat Baths. Nervous and mental diseases, drug and other habits. 
INTERLAKEN.  Diseasesof women. Terms reasonable. Astoria, L. I., New York City ? 


(285 feet above Lake Michigan.) For MENTAL AND NERVOUS DISEASES. 


8 AZZI-Bi ANCHI and for Alcoholic mae appointed and 


Address J. JOS. KINDRED, M. D., Physician-in-Charge, New York City. 
fe H O N E N D O S i O Pp E Telephone, (Long-Distance) 86 Astoria, night or day. 

Velvet-Lined Case, $4.00. Beware of Infringements. - The Army and N avy Sa n ita rium. a 

e Massachusetts H Ni Inv: i imi cases 
All genuine have our name on instrument. Buy from your | retired soldiers and cthere who require medion siento nee wag ented number of cases of 
dealer, or, if not in stock, from us direct. men of cur gallant 
5 ss iles no of Worcester. Fine public library, telegraph, tele- 
E P. PILLING & SON, phone, etc. Nothing known to science will be omitted to hasten the vantecuiel to 


GEORG 
2291 Callowhill Street, Philadelphia. Sole Agents for U.S. <A, | vigorous health of our officers and men. Hubbardston is noted for its bracing air, which 
attracts invalids from all over the count 


ry, 
Applications may be made by mail or personally to Dr. Edward C. Mann, Medical 


MARION-SITIS SANITARIUM, Superintendent, 
438 LaSalle Avenue, CHICAGO U | L T B Y Ss Cc j E Cc E. 


A high-class Private Hospital for the reception of Gyneco- The Pri-mo Ladies’ Syringe is the only Vaginal 


logical Cases and for Abdominal Surgery. Syringe adapted to its purpose. Free book about it. 
For information, address . 


HENRY PARKER NEWMAN, A.M, M.D. K. J. HUSSEY & C0., 80 John, New York. 


WM. A. FISHER, M. D., President. JOHN R. HOFFMAN, M. D., Secretary. 
Chicago Eye, Ear, Nose and Throat College. 
A CLINICAL SCHOOL FOR PRACTITIONERS OF MEDICINE. 


Equipment unexcelled. Abundant material. Clinical instruction. Courses one month in duration. Practitioners 
may enter at any time. Equal advantages the year round. Write for catalogue and information to 
JOHN R. HOFFMAN, Secretary, Trude Bldg., 67 Wabash Ave., Chicago. 
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